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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Therapy of Hypertensive States in Pregnancy. FRANK 
A. Finnerty, Jr., M.p. and Joacnim H. Bucu- 
HOLZ, M.D. Edema, hypertension, albuminuria or 
other disorders of pregnancy suggest “toxemia of 
pregnancy.” This essay offers a new approach to 
classification and treatment. 


Long-Term Anticoagulant Therapy. Wuuao F, Pur- 
NAM, M.D. Long-term anticoagulant therapy is 
practicable in nonhospitalized patients—even in a 
rural general practice. 


us Therapy for Surgical Patients. 
Henry Swan, m.v. This ts a brief, clear descrip- 
tion of a practical method for the use of “tailor- 
made” intravenous fluids in surgical patients. 


Regional Enteritis. L. KraAkER FERGUSON, M.D. and 
BERNARD SIGEL, M.D. This paper describes the clini- 
cal features that characterized 46 patients with re- 
gional enteritis who came to surgery. Even in pa- 
tients having resection with primary anastomosis, 
recurrence rate has been 55 per cent. 


Anatomic Variances of the Cystic and Hepatic Artery 
as Seen During Operations on the Gallbladder. 
J. Masor Greene, M.D. et al. This pictorial essay 
points out the anatomic variances of the cystic and 
hepatic arteries. that occurred in a series of more 
than 200 consecutive cholecystectomies. 


The Clinical Management of Osteoarthritis. ExNest M. 
Brown, Jr., M.D. Treatment of this most frequent 
form of arthritis depends upon a basic regimen to 
which special methods are added to sutt the specific 
problems oj the various joints involved. 


Diabetic Acidosis as a Complication of Therapy with 
Tolbutamide. Wittiam W. Encstrom, ef al. 
One of the arylsulfonylureas, tolbutamide, has re- 
cently been marked for the treatment of diabetes. 

This agent, though nontoxic, does not forestall the 

development of diabetic acidosis. 
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Administration Cool 
To New Health Bill 


Issue Ignored By 
Hospital Delegates 


SECRETARY'S NEWSLETTER 


NOVEMBER, 1957 


Significant Events 


> HR 9467, the Forand compulsory health insurance bill, con- 
tinues to dominate the legislative horizon. The AMA and the 


AFL-CIO are grouping for rugged showdown sessions on the 
socialized medicine scheme. AMA efforts may be hampered by 
a conflict of interest between special groups within the 
profession. 


The official reaction of the Department of Health, Educa— 


tion, and Welfare to the bill has not been expressed. The 
Administration is cool, however, and HEW Director Folsom is 


known to be unsympathetic toward such a radical expansion of 
socialism. The position of the two major political parties 
will likely not be known until platforms are hammered out 
next year. But, even the "progressive" Republicans in the 
cabinet have indicated the hope that voluntary insurance 
will be encouraged to grow to the point that compulsory 
health insurance will lose any appeal to voters. 


>» The position of the American Hospital Association is more 
enigmatic. While not officially endorsing the proposal for 


government medicine, the AHA was curiously silent on the 
issue at its recent annual meeting in Atlantic City. Com- 
pulsory hospital insurance has been in operation in the 
neighboring Canadian province of Saskatchewan since 1947. 
Recent proposals to expand the system to all Canada have not 
been successful. 

Labor leaders, adamantly refusing to concede the adequacy 
of expanding voluntary health insurance plans, are launching 
a coordinated campaign to hike the inflated social security 
tax and add "free" hospital, surgical and convalescent bene— 
fits. A UAW vice president, reading a speech for Walter 
Reuther, recently told Michigan State Medical Society men-— 
bers that labor went along with voluntary plans only because 
"a government program was not available." 

Labor seems primarily concerned with hospital and surgical 


care costs but has typically added other demands. A widely- 
quoted article in a recent issue of the government's 


"Monthly Labor Review" points out that since 1936, hospital 
room rates have climbed 265 per cent; family doctor fees, 
73 per cent. 

Ranking union officials outline different health care 
plan objectives. AFL-CIO President George Meany claims that 
compulsory health insurance is the only way to provide com 
prehensive care. Reuther wants a comprehensive community 
plan stressing early diagnosis and prevention. Both want a 
voice in the management of any plan. 
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Jenkins-Keogh Bill 
Viewed Hopefully 


Blue Cross Group 


Asks Higher Rate 


Anonymous Letter 
Arouses Residents 


>» Representative Eugene J. Keogh (D-N.Y.) two weeks ago told 
Georgetown University medical alumni that Congress will 
amend the internal revenue code to permit self-employed 
persons to establish retirement income funds via tax- 
deferred contributions. The plan will be considered by the 
House Ways and Means Committee when tax revision hearings 
open in January. 

The Treasury Department, earlier the bill's most formi- 
dable opponent, may offer only token resistance. However, 
the odds will drop if Congress does not pass over-all tax 
reduction legislation. Few students of political economy 
expect this. 


> Noting that hospital care costs have climbed 33 per cent 
since 1951, the New York Blue Cross plan has asked the State 
Insurance Department to approve a 40 per cent premium in- 
crease. The state's Blue Shield plan is not seeking a 
higher premium rate. 

Blue Cross officials report a $2.7 million loss during 
fiscal 1956 and add that the plan's unassigned surplus is 
shrinking at an accelerating pace. Present premiums were 
set in December, 1951. At that time, semi-private hospital 
care costs averaged $19.03 a day. They have since soared to 
$25.41. 

Harold Faggen, a welfare and insurance fund consultant to 
labor and management groups, accused the Blue Cross plan of 
misrepresenting hospital care payments. He added that 
altered bookkeeping procedures would actually reveal a 
$2 million profit. Public hearings are scheduled to open 
November 18. 

New York City, with 93,000 municipal employees participat- 
ing in Blue Cross through the Health Insurance Plan (HIP), 
estimates that its 50 per cent share of the proposed rate 
increase would amount to $1 million a year. Mayor Wagner 
has launched a study to find out if the increase is 
justified. 


>» Residents of Melrose, Mass., recently received a vicious 


letter advising them that general practitioners are out— 
moded and urging that they flee to a nearby internist. The 
letters were mailed in plain envelopes, each addressed to 
"Resident." 

The letter, replete with embittered resentment, added that 
"the family doctor of today is the well-trained internist 
with his group of fellow specialists at his side." The 
reader was told that it did little good to "look up at a 
smiling face with bloodshot eyes." It concluded that "the 
black bag has now become a symbol .. . of inadequate medi- 
cal care" and urged the reader to spread this ridiculous 
doctrine. 

At the moment, no one knows what miscreant mind spawned 
this childish vilification. Efforts are being made to 


trace the source and take appropriate action. 
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This Month's Authors 
Academy Member Leonard Casser, who has written for GP as guest 
9 editorialist, is the author of “Literacy—The Forgotten Factor in Modern Diag- 
- nosis and Therapy.” A native of Cresskill, N. J., where he has practiced since 
1948, Dr. Casser is a graduate of the University of Pennsylvania School of Medi- 
cine. He took his internship at Englewood Hospital, Englewood, N. J., where he 
is now a staff member, and a residency at the U.S. Naval Hospital, San Diego, 
Calif. In 1951, Dr. Casser served with the First Cavalry Infantry Division in Korea. 
In addition to his practice, he is Cresskill’s police surgeon, school doctor and 
a member of the Board of Health. Page 101 
Richard R. Grayson, M.D., for the past five years, has been a family physician 
¥ in Perryville, Mo. A graduate of the University of Illinois, Dr. Grayson took a 
two-year rotating internship at Cook County Hospital, Chicago. Author of 
**Nitrogen Dioxide Pneumonia: A Recently Discovered Malady in Silo-Fillers,” 
he has confined his practice in recent years largely to internal medicine. He is a 
past president of the Perry County Medical Society, and is a member of the Mis- 
souri State Medical Association and the AAGP. Active in civic affairs, Dr. Grayson 
is vice president of the Perryville Lions Club and is on the Board of Directors of 
the Senior Chamber of Commerce. Page 90 
- J. J. Kirschenfeld, M.D., who, with H. H. Tew, wrote “Anemia as Seen in a 
Rural General Practice,” is a general practitioner in southern Alabama. A native of 
New York City, he graduated from New York University Medical College. Academy 
Member Kirschenfeld served two years as a flight surgeon in the Air Force and 
later moved to Fort Deposit, Ala. Convinced that modern medicine can be brought 
to rural areas, he now operates his own clinic-hospital, with chemical laboratory, 
x-ray, EKG, physiotherapy and BMR. Dr. Kirschenfeld is active in community 
affairs and, in 1955, was named “Man of the Year” by the local Chamber of 
Commerce. He lists horse raising and golf as hobbies. Page 107 
Robert C. McElroy, M.D., assistant professor of clinical obstetrics and 
gynecology at the University of Pennsylvania School of Medicine, is the author 
of ‘Treatment of Leukorrhea.” A 1937 graduate of Jefferson Medical College, he 
took his internship and residency at Philadelphia General Hospital. Dr. McElroy 
7 is at present attending obstetrician and gynecologist at several Philadelphia 
: hospitals, including the University of Pennsylvania hospital, Philadelphia General 
and Pennsylvania hospital. He is certified by the American Board of Obstetrics 
and Gynecology and is a fellow of the American College of Surgeons and the 
College of Obstetricians and Gynecologists. Page 114 
Gordon McHardy, M.D. collaborated with Drs. Robert McHardy and Claude 
C. Craighead on “Erosive Esophagitis.”” Dr.Gordon McHardy, associate professor 
of medicine at Louisiana State University, is a member of the department of 


medicine at Browne-McHardy Clinic, New Orleans. He serves as president of the 
American Association of Medical Clinics and the Medical Research Fund and is 
treasurer and a member of the board of governors of the American Gastroentero- 
logical Association. A member of the Central Committee of the World Congress 
of Gastroenterology, Dr. McHardy is senior gastroenterologist at Touro Infirmary 
and senior physician at Charity Hospital, both in New Orleans. Page74_ 
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in arthritis 


Aspirin is Drug of Choice™” 


But Aspirin Alone 
Presents Several Problems*** 


Aspirin is a powerful weapon in controlling arthritis. 
For example, a series of 31 arthritic patients were 
treated with aspirin, on dosages ranging from 15 gr: 
to 120 gr. daily, for over a year. They experienced 
consistent relief of pain and tenderness in the in- 
volved joints, although side effects, such as nausea, 
dyspepsia and other gastrointestinal symptoms, 
were frequently encountered. This report of real 
distress to the patient and physician alike has been 
repeatedly encountered. A new concept in therapy, 
Buffered Pabirin, promises outstanding progress in 
the management of the arthritic. 


Why Buffered Pabirin Contains Aspirin...PLUS 


The Buffered Pabirin principle was evolved to mini- 
mize side effects encountered with aspirin alone, 
and yet maintain patients on adequate doses of as- 
pirin for long periods of time. In Buffered Pabirin, 
aspirin is combined with other agents to diminish 
the principal untoward effects and to permit long- 
term administration...with a minimum of prob- 
lems to patient and physician. 

References: 1. Report by Joint Committee, Medical Research Council & 
Nuffield Foundation. ‘“Treatment of Rheumatoid Arthritis,” Brit. M. J. 
(May 29) 1954. 2. ibid. (April 13) 1957. 3. Ropes, M. W.: J. Chron. Dis. 
5:703, 1957. 4. Tebrock, H. E.: Indust. Med. 20:480, 1951. 5. Freyberg, R. H. 


' 2 and Stevenson, C. R.: M. Clin. North America 37:1237, 1953. 6. Paul, W. D., 
: wh et al.: J. Am. Pharm. A. 39:21, 1950. 


“for practical purposes...there appears to have been surprisingly 
little to choose between cortisone and aspirin...”1 
Average Changes in Joint Tenderness index 

Joints Treatment 

Measured Group Week 0 0 8 % of 
Week 1 1 year 

All Relevant Cortisone 1.91 —0.80 —0.09 39 

Joints Aspirin —0.72 —0.15 40 

Wrist Cortisone 1.80 =(23 + +4813 56 Both Cortisone and Aspirin provide 60% 

Joints Aspirin 1.93 —0.79 +0.08 50 reduction in joint tenderness. Statistical 

averages of results were almost identical. 

Small Joints Cortisone 2.25 —0.93 —0.25 26 
Of Hands Aspirin 2.05 —0.82 —0.34 26 
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Yours Truly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


“The Lord Giveth and the Lord Taketh Away” 


Dear Sirs: 

Please cancel my subscription to GP. Since subscribing, 
I noted the article on mercy killing in the August issue. 
My time is scarce, and there are too many pertinent sub- 
jects with which I need to acquaint myself without wasting 
my time on such immoral foolishness. 

I have always felt that the most dangerous symptom in 
a doctor is that of trying to be God. 

I am sorry to cause you this inconvenience, but I feel 
that this is the only formal protest that I can.make. 

Micuakt J. DUGAN, M.D. 

Siler City, N. C. 


GP has complied with Reader Dugan’s request—his sub- 
scription has been cancelled. The “‘article” to which he re- 
ferred appeared in “Yours Truly,” a department containing 
letters from our readers. This is the one section of GP that 
is left open to public discussion and in no way reflects Academy 
or GP policy. Unfortunately, Dr. Dugan will not receive 
this issue where he could have found solace in the following 
two letters. —PUBLISHER 


Dear Sirs: 

In the August issue, Dr. J. H. Nagler proposed the es- 
tablishment of a “Mercy Commission” (composed of physi- 
cians) in each community to “hear every case of proposed 
mercy killing, or abortion for nonmedical indications.” 
This commission “like a jury in a murder trial, would de- 
cide facts. Laws already on the books would decide whether 
any particular set of facts would call for killing. Not the 
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commission but society would condemn: society acting 
through its agent physicians. The decision would not be a 
matter for individual conscience any more than it is when 
a citizen votes for conviction in a court trial.” 

Any serious consideration of this proposal reveals a large 
number of inherent defects and gives rise to objections 
which may be categorized as moral, legal and political. 

From a moral viewpoint we must consider each man’s 
right to life and who has dominion over this right. First, 
the right to life does not accrue because of the kind of life 
but because it is a human life. Thus the right of the aged, 
weak or feeble-minded to life is equal to the right of the 
strong, healthy and intelligent. Secondly, since God is the 
Author of life—the One who is responsible for our exist- 
ence—it is He alone who has absolute dominion over it. 
We acknowledge this fact in our rejection and abhorrence 
of suicide. While man may be master of his fate, he does 
not have absolute dominion over his own life. 

As regards the conscience of the individual members of 
this commission, each individual member would share in 
the responsibility for any action of that commission. His 
guilt may be seemingly diluted but would be nonetheless 
real and personal. The only justification for the Nuremberg 
Trials was the recognition that the individual could not 
escape the guilt from any crime which he committed—he 
could not lay the burden of his guilt on his official position 
or on the state. 

Finally, Dr. Nagler stated that “Society would soon 
learn to adjust its thinking to overbalance the moral law 
against killing with its greater love of mercy.” If we re- 
flect either on the history of various civilizations or the 
case histories of some individuals who are unhappy and 
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laden with guilt because of breaking the moral law, we 
must conclude that man has not yet learned the trick of 
“overbalancing the moral law.” 

Legally the establishment of such a commission would 
fail because: (1) it exceeds the power granted the govern- 
ment in our constitution and (2) any attempt to put the 
commission into operation would “‘fall flat on its face.” 

The state, by virtue of its police powers, can order the 
destruction of life if it becomes necessary in the interests 
of society as a whole; however, outside of a dictatorship 
this concept of police powers has never been extended to 
include destruction of life for such arbitrary reasons as 
“mercy” killing. 

Attempting to put such a commission into operation 
would be chaotic. In writing the legislation it would be 
dificult to permit the operation of such a law and yet set 
limits to its applicability. Legal standards would be difficult 
to establish since most of the considerations are purely 
subjective, namely pain, suffering, will to live, etc. 

Integrating such a law with our basic judicial procedures 
would be difficult. Who would be the petitioner? What of 
any possible vested interest in the death of a relative? 
What of the right to appeal ? 

Politically such a step represents a regression to the 
standards of a primitive society, where only the strong and 
productive are tolerated. The concept embodied in this 
proposal could become a vicious weapon in the hands of 
the unscrupulous and, once embraced by the people, could 
easily be extended to the aged, infirm, those on relief roles 
and even the “politically sick” nonconformist. 

Proposals such as the one under consideration are usually 
motivated by a deep sense of compassion, an attribute to be 
cultivated by all physicians. But in addition to compassion 
the physician must have perspective—perspective to see the 
implications and ramifications of any proposed treatment. 
“Mercy killing” has no place in the armamentarium of the 
Compleat Physician. 

STEPHEN J. SHEEHY, M.D. 
Arlington, Va. 


Dr. Nagler’s letter also brought the following comment 
from another Academy member.—PUBLISHER 


Dear Sirs: 

I was much interested in Dr. J. Herbert Nagler’s letter 
in the August “Yours Truly” section of GP. I would like 
to submit my views on euthanasia which appeared last year 
in the New York University Law Review. To me, human life 
should be inviolate as the following bears out: 

“Dr. Fletcher’s apology for the individual who volun- 
tarily elects death rather than suffer the spiritual degrada- 
tion of incurable pain is beautifully worded and is somehow 
reminiscent of the ethical thesis of Orwell’s 1984. But its 
logic necessarily depends upon the existence of an ‘incur- 
able’ pain. 

“As a physician, I have never even considered the possi- 
bility of euthanasia in dealing with patients—any patients. 
The medications available to the practicing physician today 
make the relief of almost any severe pain possible. The 
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patient can be kept at ease until death comes peacefully at 
its own appointed time. There is no loss of ‘self-possession 
and personal integrity ;’ nor is there any “disintegration of 
personality.’ And I must, in honesty, say that even if these 
blessed drugs were not available to me, I could never delib- 
erately choose the time of another’s dying. The preserva- 
tion of human life is not only the primary but the all- 
encompassing general law underlying the code of the 
physician. The advocation of exceptions to this law, no 
matter how humanitarian the motive of the advocate, can- 
not help but weaken it. It seems to me essential that there 
be at least one cohesive group which is fully and whole- 
heartedly on the side of life—human life—for its own sake 
and because it is what it is. This group is represented tra- 
ditionally by the physician, and he has for centuries served 
the code to the best of his ability. In a world in which no 
generation has ever been free from war, from disease, and 
from destruction, it would be a grave error to urge com- 
promise to life’s strongest advocate and ally. 

‘Another point deserves clarifying. No physician can 
predict with certainty how long any individual will live. 
Occasionally there are recoveries that seem miraculous, but 
they do happen. Shall we preclude all possibility of such 
occurrences by deliberately terminating a life? And even 
if we are urged to do so by a grief-stricken family, are we 
to be influenced by a decision made at a time of emotional 
upset which later may become a burden of guilt too great to 
be borne? Someone must remain a rock of strength and 
sober judgment. If not the physician, then who? 

*‘A man of honor may not live two antithetical roles. 
Do not ask life’s guardian to be also its executioner. Do 
not turn medicine into a profession which could be prac- 
ticed only by a psychopathic dual personality. 

**The Model Legislation.—It is difficult for me to discuss 
this proposed law at all since, as I have stated in the fore- 
going, I cannot countenance euthanasia under any circum- 
stances. But if, regardless of the opinions of physicians, 
such legislation were under consideration by lawmakers, I 
would question the working of this act. 

**(1) Sanity, an elusive concept at best, would be difficult 
to determine in the presence of intractable pain. 

**(2) In these days of dramatic mastery, one by one, o 
the once fatal diseases, I fail to see how any case could 
be regarded as hopeless until the end actually came. There 
would always be the remote chance that a cure would be- 
come available in time to save the patient. 

**(3) If the pain can be abated long enough to subject 
the patient to the lengthy legal procedure described in the 
‘model’ legislation, it seems to me that it could be abated 
long enough for him to die in peace. In fact, it occurs to 
me that the hypothetical patient described in the model is 
managing to accomplish quite a lot for one whose suffering 
is unbearable. He can make the greatest decision anyone 
could possibly make; he can petition a court; and he can 
read and sign a document. The whole procedure is so 
lengthy that it does not seem consonant either with the 
‘mercy’ motive on which presumably it is based, or with the 
‘bearableness’ of the pain. If a quick and merciful death is 
what is desired, its purpose seems defeated here. 
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Human life should be inviolate. Hedging this proposed 
law with these or any other so-called safeguards does not 
disguise what it is: a license to kill at the victim’s request, 
such license to be valid only if the victim is both sane 
and crazed by pain. I think I need say no more; the para- 
dox speaks for itself.” 


I. FROHMAN, M.D. 
Washington, D. C. 


Quizzical 
Dear Sirs: 


Since the first of your semiannual Quizzes I have had 
several ideas about them which have remained unchanged. 
I wonder if I stand alone or if many other general practi- 
tioners agree with me. 

Your quizzes are not practical. Often the questions have 
little if any important relation to everyday general practice. 
Your questions are not worded for clarity. For instance, 
“One of the following patterns of calcification within a 
solutary pulmonary nodule does not assure its bemgnity”’. 

Often I believe your correct answers are questionable. 
For instance in question 14 of the July, 1957 Quiz, how 
many practicing general practitioners would agree that 
throat and nose cultures should be made on what seems 
a minor illness? 

Now, I know your answers are taken from your printed 
articles over the last six issues but from a practical and 
useful standpoint no physician should be bound to the 
material in one journal for his source of knowledge. I feel 
it would be better to eliminate controversial questions from 
your Quiz. 

There I have said it. Now let me further say that there 
is no better journal than GP and I never miss perusing 
a page of a single issue. 

W. S. PENNINGTON, M.D. 
Athens, Ala. 


Help 
Dear Sirs: 


I am interested in getting a young general practitioner 
as an associate. I have one thousand square feet of new 
office space to rent; x-ray and laboratory facilities are 
available. 

FreD PATCHING, M.D. 
851 Dwight Way 
Berkeley, Calif. 


Another member sends the following: —PUBLISHER 


Dear Sirs: 

_ [am interested in finding a general practitioner to locate 
in Danville to carry on my practice which I have had to 
give up because of illness. 


Saut HALPERN, M.D. 
1424 Oak Street 
Dany ille, Il. 


GP 1957 


On Request 


Dear Sirs: 

A letter to the editor in the July 20 issue of the Journal 
of the American Medical Association by Dr. Harry Lamb re- 
plies to the papers on ‘medical training for the family 
physician that appeared in the April 27 JAMA. It makes 
good sense. 

Dr. Lamb says: “A generalist is a physician who has be- 
come proficient in those procedures commonly demanded 
of him by the community in which he practices.” 

And he states, “. . . the best training program, for a gen- 
eralist exists in the community in which he elects to prac- 
tice, and his tutors are his confreres.” 

To me, the future of the general practitioner lies in group 
association with other family physicians. Then in-service 
learning is continuous and group experience is cumula- 
tive. We hear much about the need for diagnostic centers. 
Can these not be built and manned by family physicians? 

Could we not hear more about group association for 
family physicians in GP? 

James I. Knorr, M.D. 
San Diego, Calif. 


What do others think ?—PUBLISHER 


A Set Pattern 
Dear Sirs: 


A recent issue of GP carried an interésting article on 
intraperitoneal dialysis entitled “Dialysis in the Treatment 
of Renal Failure” which I carefully clipped, saved and lost. 
I want to set up this technique in our hospital and would 
very much appreciate another copy of this article. 

This is a good opportunity to state my preference for 
GP. It is refreshing and readable in its new style format. 
Your selection of subjects and authors is excellent. 

Lewis S. THorP, M.D. 
Rocky Mount, N. C. 


Northridge Welcome Mat 


Dear Sirs: 
The Northridge Hospital wishes to order a subscription 
to your magazine. 
The hospital was financed, constructed and intended 
for the use of general practitioners here in the San Fer- 
nando Valley. Since its opening it has operated at 101 per 
cent capacity. It was necessary to add a new wing which is 
now open and operating. 
Most of our general practitioner staff members, if not all, 
are members of the Academy. We are proud of our organi- 
zation and our status and will welcome GP as an important 
part of our library. 
Mittarp M. DouGHTON, M.D. 
Treasurer 

Northridge Hospital Medical Staff 

Northridge, Calif. 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Thomas Parran, M.D. 
A Soviet Tour 


Five Unrrep States public health physicians recently returned 
from a four-week exchange mission to the Soviet Union. Visiting 
five of the fifteen republics of the USSR, the American physicians 
studied the prevailing health conditions and practices. The group 
was under the leadership of Dr. Thomas Parran, a former Sur- 
geon General of the Public Health Service. A graduate of George- 
town University, Dr. Parran has had a long career with the PHS, 
beginning in 1916 and continuing until 1948, when he retired 
after serving 12 years as Surgeon General. Long active in inter- 
national health affairs, he has chairmaned two United Nations 
committees and was the U.S. delegate to the first World Health 
Assembly. Dr. Parran has been awarded 20 honorary degrees 
and has received nine national awards and medals, including the 
Distinguished Service Medal. He is dean of the Graduate School 
of Public Health at the University of Pittsburgh. 


Leonid Grigorievich Dvali 
A Russian Physician 


Leoni GricorievicH Dvaui is a Soviet physician. After the 
equivalent of a high school education, he entered Tiflis Medical 
School for the five-year course. Upon graduating, Dr. Dvali was 
authorized to practice medicine. To become a thoracic surgeon, 
he interned for eight years in Moscow clinics. To receive this sur- 
gery certification, Dr. Dvali had to pass exams in surgery, physi- 
ology, a foreign language and dialectic materialism (the “phi- 
losophy” of Marxism). As physicians’ salaries are low, he hopes 
to take an advanced degree for increased pay. At present, his 
salary is $212 a month, but he supplements his income by pub- 
lishing his research articles. Dr. Dvali is on duty six hours a day, 
six days a week, with 24 days’ paid vacation each year. His 
specialty does not keep him busy so he does general surgery on 
patients assigned him by other doctors. At present, Dr. Dvali is 
saving to buy a car—an investment of two years’ base pay. 
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-On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practt- 
tioners will have an interest, will appear here monthly. 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum 

hours listed when available. 


*Nov. 7-8. American Geriatrics Society and Rhode Island 
and New York chapters of AAGP, graduate sympo- 
sium on geriatric medicine, Waldorf-Astoria, New 


VS York City. (12 brs.) 

*Nov. 17-23. Maryland chapter, Caribbean postgraduate 
medical cruise, point of embarkation—North Caro- 
line. (15 hrs.) 

Nov. 18-22. Pan American Medical Association, tenth 

Inter-American Congress, Mexico City. 

*Nov. 18-22. New York University-Bellevue Medical Cen- 
ter, full-time course on peripheral vascular dis- 
eases, New York City. 

Nov. 18-22. American College of Physicians, course 
ed on current research in cardiovascular diseases, 
ng National Institutes of Health Clinical Center, 
he Bethesda, Md. 

*Nov, 18-23. New York University-Bellevue Medical Cen- 
1p ter, full-time course on review of clinical ped- 
r- iatrics, New York City. 

e- *Nuv. 19-May 27. New York University-Bellevue Medical 
S, Center, course in what’s new for the general 
physician in: medicine, pediatrics, psychiatry, 
od Major David G. Simons dermatology ; Tuesdays, New York City. 
i Nov. 20. Chicago Diabetes Association, course in re- 
ns A Record Ascent cent developments in diabetes mellitus, Drake 
th Masor Davin G. Simons is an Air Force medical doctor oa oye Chicago. (4 hrs.) "ee d 
es whose chief work is in the field of flight beyond at- 
1€ mosphere. Previous experiments in high altitude bal- *Nov. 21-Apr. 17. Uciverstty of Kanses, general prac- 
ol loons used animals, but for the ultimate test of cosmic tice symposia, afternoons, third Thursday of 
radiation and the high altitude effect on the human each month, Kansas City, Kan. 
. * 
body, Major Simons himself made the record ascent to Nov. 21-Mar. 
102,000 feet. Sealed in a capsule for 32 hours, he per- ee ee arte oe 
month, excepting January, Kansas City, Kan. 
formed over 25 experiments for astronomers, meteor- *Nov. 24. Southwestern Ohio Seciety of General Practi- 
ologists and upper atmosphere physicists. When he tioners, course on diseases of the male perineal or- 
wasn’t busy with experiments, Major Simons had to gens, Hotel Gibson, Cincinnati. (6 hrs.) 
" concentrate on the job of keeping alive. Instruments in Nov. 25 eee aes 
a the capsule had to be checked constantly to insure the Dec ad 
ad maintenance of safety conditions. Major Simons, a part-time course in gastroscopy and flexible 
2, graduate of Jefferson Medical College, Philadelphia, tube esophagoscopy, three months, Mondays, 
ri is a native of Lancaster, Pa. When he entered the Wednesdays, Fridays, New York City. 
service, he was assigned to the Air Corps Aero-Medical 
I- Laboratory, Wright Field, and later attended the ad- . time course in ferent advances in the 
iagnosis and treatment of poisonings, New 
, vanced course in Aviation Medicine. He is now chief of York City. 
S the space biology branch of the Aero-Medical Field *Dec. 2-4. New York University-Bellevue Medical Center, 
- Laboratory, Air Force Missile Development Center, full-time course in infertility, New York City. 
Holloman Air Force Base, New Mexico, where he is “Dee. Medion! Contes, 
1s in charge of the program for evaluating the biologic voLoe course in pediatric cardiology, New 
havard of primary cosmic radiation at altitudes above . *Dec. 2-14. 
Is 85.000 feet. Major Simons was awarded the Distin- full-time course in endoscopy: bronchoeso- 
gushed Flying Cross for his flight. phagology and laryngology, New York City. 

*Dec. 2-Feb. 3. Bergen County (New Jersey) chapter, 
course in gastroenterology, Hackensack Hospital, 

5 GP November 1957 35 Hackensack, N. J. (20 hrs.) ; 
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The itching and 

discharge of vaginitis can 
rob a woman of self- 
assurance and composure. 
To restore the feeling of 
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A new anti-infective 
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the site of application 
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*H. vaginalis, the pathogen now 
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2 . Wolff, J. R.: In press. 
ay, J. L., and Maughan, 


G. M.: West. J. Surg. 64:581 (Nov.) 
1956. 3. ea R. L.: In press. 


and Farley, 

Med. & Clin. Thera y 4:31 (Jan.) 
1957. 5. Gardiner, H. L., and Dukes, 
C. D.: J. Obst. & Gynec. 69:962 
(May) 1955. 
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Taxes 


Lower TAXES, though perhaps more a miasmic myth 
than a vagrant, fleeting dream, always seem like a fine 
idea. Proposals aimed at this objective find GP warmly 
receptive and eagerly enthusiastic. It is with good 
cause then, that we are more than mildly interested in 
HR 6452, a bill to reduce both individual and corporate 
taxes. The bill, introduced March 28 by Representa- 
tive Antoni N. Sadlak (R-Conn.), makes substantial 
sense. Not having lately heard much about it, we pre- 
sume that it became bogged down or buried—perhaps 
in Representative Sadlak’s own Ways and Means Com- 
mittee. If true, this is unfortunate. GP has studied the 
provisions of the bill, scrutinized the logic contained 
therein, and decided that it deserves the sincere con- 
sideration of every congressman. 

Sadlak is a realist. He knows that Washington needs 
money. He also knows that it’s pointless to scream 
about high taxes without simultaneously presenting a 
plan that guarantees adequate operating capital. 

He then points out that Federal budget revenues 
have climbed $11 billion in the past two years. He 
admits that a portion of this amount reflects the impact 
of inflation but contends that the major portion mirrors 
economic growth. 

Historically, without inflation, annual revenue 
growth should continue to climb $4 billion a year. 
Sadlak’s bill would cost the government only $3 billion 
a year. In other words, the Federal government will let 
the people keep part of what they’ve earned by con- 
tributing to economic growth. This seems only fair. 

Sadlak, in effect, is saying, “The Federal government 
can reasonably expect an annual $4 billion raise. Why 
not let the people who pay the bills keep.part of this 
money?” 

GP hastens to point out that the proposal might also 
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discourage new “give away” programs and underline 
the screaming necessity for economy in Washington as 
well as in the home. 

HR 6452 spreads the tax cut over a five-year period. 
The top rate, both corporate and individual, would be 
42 per cent. Here are a few illustrations based on tax- 
able income (after deductions and exemptions) : 


Taxable Income 1957 Rate 1962 Rate 
$4-6,000 26% 17% 
$8-10,000 34 19 
$12-14,000 43 21 
$16-18,000 50 23 
$20-22,000 56 25 


A perhaps more meaningful table puts the results in 
dollars and cents: 


Taxable Income 1957 Tax 1962 Tax 
$3,000 $ 620 $ 460 

5,000 1,140 790 

7,000 1,660 1,140 

9,000 2,300 1,510 
11,000 3,020 1,900 
15,000 4,730 2,740 
21,000 7,820 4,150 
29,000 12,600 6,250 
41,000 ‘20,430 9,610 
55,000 30,570 13,830 


Sadlak correctly calls attention to growing dissatis- 
faction with the heavy tax load. People are learning 
that the $50,000-a-year man isn’t the only one being 
hurt. The man who has trouble paying the rent and 
feeding the children is beginning to complain. He’s 
beginning to realize that even the wildest “soak the 
rich” program can’t produce enough revenue to run 
the government for more than a few hours or days. 
He’s learning that 83 per cent of the revenue comes 
from amounts paid on the first $2,000 of taxable in- 
come. He’s learning that under any program, almost 
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everyone has to contribute—and he’s already quite 
unhappy with the Federal government’s light regard 
for the value of a dollar. 

There have been other tax cut proposals. Too often, 
however, they’ve been vote-bait. They’ve failed to show 
that the plan is actuarially sound and that it does not 
deprive the government of adequate operating revenue. 

We like Sadlak’s proposal. It’s not only realistic, it’s 
also long overdue. We wish Representative Sadlak the 
best of luck and we offer continuing support. 


Hospitals in the Practice of Medicine 


DuRING THE PERIOD when various organizations were 
making plans for immunization of their employees 
against influenza, there was an incident that seems 
worth recounting because of its social implications. 
In one of the large metropolitan areas of the United 
States, a call came through a hospital switchboard to 
the administrator. The caller introduced himself as 
the vice president of a large business organization in 
the community. He explained that he had placed an 
order for influenza vaccine with one of the vaccine 
manufacturers and that delivery was expected within a 
few weeks. Now he wanted to know whether the hos- 
pital had facilities for administration of the vaccine to 
400 of the employees of his company, and what the 
cost would be. 

The hospital administrator replied that the hospital 
did indeed have the facilities, but that a price could 
not be quoted for such services. He explained that the 
services that were being requested were considered to 
be the practice of medicine and that the hospital was 
in fact not engaged in such practice. 

On questioning the vice president, the administra- 
tor learned that the company regularly used the part- 
time services of a physician for pre-employment ex- 
aminations and compensation work. Indeed, the vice 
president had already been in touch with the company 
physician and had learned that he would administer 
the vaccine at a stated fee. The vice president went on 
to say that he planned to call several hospitals in the 
community because he thought that a hospital might 
do the job more expeditiously and at a lower per- 
capita fee. 

The administrator advised his caller to continue 
negotiations with the private physician, that if price 
were a consideration, a basis for comparison might be 
obtained by calling the secretary of the local medical 
society or by asking for estimates from some other 
physicians in the community. The vice-president 
seemed pleased with this advice and ended by saying 
that his company would probably go ahead with ar- 
rangements with the physician they already knew. 
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The hospital administrator was not disturbed about 
the vice president’s wish to compare prices. After «I, 
he thought, a business organization should have ‘ec 
same privilege as an individual in that regard. But (he 
vice president’s call did worry him because it reflected 
a change in public attitude toward the hospital. 

At one time, public, physicians and hospital adm in- 
istrations considered the hospital a place with facilities 
that enabled physicians to practice medicine more 
effectively. In a sense, the physician “employed” the 
hospital. The inquiry about influenza vaccination is 
only one bit of evidence of change. In some instances, 
members of the public regard the hospital as a replace- 
ment for the private physician. The reason for the new 
attitude is easy to see. Some hospitals are engaged in 
the practice of medicine. They literally employ physi- 
cians for that purpose, and this policy is extending 
more and more. In fact, as the hospital administrator 
of this story put down the telephone, he knew that the 
vice president would get a quite different answer if he 
called a rival hospital in the city. The chances were 
that a contract would result between the business 
organization and that hospital—a contract that would 
leave the private physician out in the cold. 


Bronchial Adenoma 


IN AN INDIVIDUAL CASE there is strong likelihood that a 
bronchial adenoma will be confused with broncho- 
genic carcinoma. The reasons for this are easy to 
understand. Both lesions have the same tendency to 
produce bronchial obstruction of varying degree. 
Therefore, the clinical and x-ray evidences of the dis- 
orders are likely to be similar. Nevertheless, close at- 
tention to clinical features and early use of broncho- 
scopic examination usually enable differentiation of 
the two diseases. 

Bronchial adenomas are thought to arise from the 
mucous glands of the bronchi. This belief is supported 
by the fact that most adenomas are found in the proxi- 
mal bronchi where mucous glands are more abundant. 
This has an important bearing in diagnosis since the 
tumors are likely to be readily accessible to broncho- 
scopic examination. They grow slowly, gradually pro- 
jecting into the lumen of a bronchus and tending to 
close it off. The intraluminal projection represents 
only a small portion of the tumor, so that it has been 
likened to an iceberg with the bulk of its mass out of 
sight below the surface. Rarely, these tumors metasta- 
size to regional lymph nodes or to distant sites. 

Slowness of growth is one of the factors that ac- 
counts for the fact that a bronchial adenoma usually 
will have been producing symptoms for years before 
a diagnosis is made. Delay is also occasioned by the 
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lack of distinctive roentgenographic features in many 
of the cases. It is true that the tumor may appear as a 
round or an oval opacity in the chest film, or as a hilar 
mass, but sometimes the roentgen findings of the chest 
are normal. Also the changes in the x-ray film may be 
entirely secondary to the element of bronchial obstruc- 
tion. Consequently, the appearance is that of pneu- 
monitis, atelectasis, bronchiectasis, localized emphy- 
sema or lung abscess, depending upon the degree and 
duration of bronchial obstruction and the presence or 
absence of significant secondary infection. So it is that 
in ten of 21 cases reported in the Cleveland Clinic 
Quarterly for July, 1957, a bronchial adenoma was 
masked by concomitant inflammatory changes, such as 
distal pneumonitis or thickening of the pleura, pro- 
ducing radiopacity of a pulmonary segment or of an 
entire lobe. 

In addition to consideration of the features already 
mentioned, diagnosis of bronchial adenoma is ex- 
pedited when the clinician considers the possibility 
in every young adult patient—especially a woman—in 
whom there is a history of chronic cough with hemop- 
tysis and repeated pulmonary infections. The final key 
to diagnosis is bronchoscopic examination. Nearly 
always the tumor is visible through the bronchoscope 
as an obstructing mass covered by normal epithelium. 
Confirmation can be obtained by means of biopsy, al- 
though this procedure carries a definite risk because of 
the highly vascular nature of the tumor. 

It is too bad about the delays in diagnosis of bron- 
chial adenoma. Unlike bronchogenic carcinoma, sur- 
gical treatment may be expected to eradicate the trou- 
ble completely. This is usually accomplished by lobec- 
tomy. However, the trick of the game is to insure that 
the surgeon will have a chance to play his part before 
bronchial obstruction and secondary infection have 
brought about irretrievable losses of function in parts 
of the lungs not originally involved by the disease. 


Partial Specialists 


GP Has commented before in these pages on the ana- 
chronistic position of the so-called “‘partial specialist.” 
This is the some 20,000 practitioners in the country 
who are neither fish nor fowl—neither general prac- 
titioner nor specialist. They want to be both, as the 
condition best suits expediency. 

Comes now support for our stand from the American 
College of Surgeons. In a statement adopted recently 
by the College Board of Regents, practitioners who 
pose as surgeons yet treat non-surgical patients, re- 
ceive a stern rebuke. That this is a touchy problem for 
the College is borne out in the somewhat equivocal 
language employed in the statement. 
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Remarking that it has encouraged Fellows of the 
College to limit their practice to surgery, the state- 
ment opens a loophole by noting that, ‘The College 
has not insisted that young, newly-elected Fellows 
confine their activities within the field of surgery; 
but it does expect that, as rapidly as possible, each 
Fellow limit his practice to his field.” 

Despite this small degree of equivocation, the adopt- 
ed statement closes with a strong proscription against 
Fellows of the College who “treat hospitalized patients 
for conditions which properly belong in the field of 
internal medicine or medical specialties . . .” 

General practitioners who occasionally suffer dis- 
dainful criticism from surgeons on their hospital staffs 
who complain about general practitioners performing 
surgical procedures while blithely carrying on a 
general practice themselves, may find it advantageous 
to tack the College of Surgeons statement on their 
hospital bulletin boards. 


Staphylococci in the Newborn 


Durinc 1955 anp 1956, there were major outbreaks of 
staphylococcal infections in the nurseries of most of 
the hospitals in Seattle, Washington. In order to gain 
an understanding of the epidemiologic features of 
those outbreaks, Wysham and his associates conducted 
an intensive investigation in the obstetric unit of one 
of the hospitals that was affected. The results of that 
study, as reported in the Mew England Journal of 
Medicine for August 15, 1957, are a new lesson in the 
meanderings of the ubiquitous Staphylococcus aureus. 

During the course of the investigation, efforts were 
made to grow staphylococci from all kinds of sources— 
nasal cultures of employees on the obstetric floor; 
cultures from mothers of the newborn; cultures from 
the nose, throat and skin of all infants; and cultures 
from inanimate objects and the air in the nursery and 
delivery room. As it happened, during the course of 
the study, there was an epidemic of staphylococcal 
infection among the infants. Most of the infections 
were due to the same staphylococcus—an organism 
resistant to penicillin, streptomycin and tetracycline. 

There were 117 live births during the period of the 
study. Almost half of the infants manifested clinical 
staphylococcal infections during the first six weeks of 
life. With few exceptions, the infections took the form 
of pyoderma neonatorum. About half of the infections 
had their onset while the infants were still in the 
hospital nursery, and the rest after discharge. In nine 
mothers, mastitis or breast abscess appeared after 
discharge from the hospital. All of these were women 
who fed their infants by breast, and there was every 
reason to believe that the infection was so transmitted. 


71 


it 
e 
e 
d 
i- 
'S 
e 
e 
V 
n 
ir 
f 
) 


The bacteriologic studies clearly pointed to the fact 
that the infants themselves were the source for spread 
of the infection. It appeared that infants who were sub- 
clinically infected in the nursery with the epidemic 
strain of the staphylococci acted as an important reser- 
voir of this strain. Newly admitted infants in turn were 
infected from older infants. The principal mode of 
transmission appeared to be through the air. Personnel 
working in the obstetric unit were not carriers of the 
staphylococci, but they contributed to the spread be- 
cause of their activities in the nursery. Thus, the 
bacteria became air-borne especially when bedding was 
being changed and to some extent whenever the air 
was stirred up in the nursery. 

Wysham’s group mentions that it has commonly 
been assumed that nursery outbreaks of staphylococcal 
infections can be traced to nasal carriers of Staphylo- 
coccus aureus among nursery personnel. However, in 
some previous reports of epidemics, that thought has 
not been entirely consistent with the facts. Clearly, the 
results of the present investigation indicated that the 
infection was spread from infant to infant. 

The authors suggested two techniques for control or 
prevention of this kind of epidemic—rooming-in and 
alterations of nursery design. The latter technique was 
described as follows: “A large nursery could be divided 
by glass partitions into separate rooms. Each room 
should be independently ventilated and provided with 
suitable washing facilities, and each preferably should 
accommodate only a few infants of the same age. These 
rooms would necessarily be filled in rotation, and would 
be completely emptied after use by each group of in- 
fants (for example, every five days), with no transfer of 
infants from room to room.” Such design would ob- 
viously prevent exposure of newborn infants to other 
infants who are older, and cross-infection would thus 
be continuously interrupted. The application of these 
techniques is not limited to the problem of staphylo- 
coccal infections. They would be equally valuable for 
prevention of the spread of other air-borne infections 
in which the infants are a vector. 


Smog 


SMOG IS MORE THAN A HOLLYWOOD JOKE. In those com- 
munities that are afflicted, it is a serious health hazard. 
For example, in the American Journal of the Medical 
Sciences for April, 1957, Mills reviewed the effect of 
Los Angeles smog upon the numbers of respiratory 
and cardiac deaths. He calculated that smog accounted 
for 240 excess respiratory and cardiac deaths in 1949, 
281 in the last 137 days of 1953 and 334 in the year 
1954. 

Although Los Angeles is especially afflicted by the 
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‘smog hazard because of its peculiar climatic con: 'i- 


tions, any metropolitan area may be affected. All that 
is required is the discharge into the air of unburned 
hydrocarbons and nitrogen oxides derived from |y- 
uid-fuel motor exhausts plus what the meteorologists 
call an inversion air mass—the kind of weather con- 
dition in which the atmosphere hangs motionless over 
the city. 

For a considerable period of time after Los Angeles 
first began to suffer from the smog hazard, there was . 
uncertainty as to the atmospheric ingredient that 
caused irritation to the mucous membranes of the 
respiratory passages. It is now known that the irritant 
is ozone, which is produced by the action of sunlight 
upon unburned hydrocarbons and nitrogen oxides in 
the atmosphere. Ozone acts directly upon the cells 
lining the air passages, causing irritation and swelling. 
This in turn interferes seriously with proper ventila- 
tion and may be an immediate cause of death, particu- 
larly in patients with respiratory or cardiac disease. 

It is somehow paradoxical that ozone has been in- 
criminated in the smog hazard. There was a time when 
this bastard form of oxygen was considered surely to be 
harmless and perhaps beneficial in the atmosphere. 
Communities were known to advertise the fact that the 
atmosphere in their vicinity contained detectable con- 
centrations of ozone. Now all that is changed. Far 
from being harmless, ozone contamination of the at- 
mosphere can be a serious health hazard. 


Uncle Wilfred 


As Uncie Witrrep views the situation, it’s time to feel 
sorry for the general surgeon. With the gynecologist 
pushing north and the chest surgeon pushing south 
and the vascular surgeon infiltrating in all directions, the 
general surgeon’s battlefield is becoming mighty small. 


Long Overdue Study 


Tue Anatyticat Stupy of North Carolina General 
Practice, 1953-1954, sponsored by the Rockefeller 
Foundation and conducted by the Division of Health 
Affairs at the University of North Carolina, is a pioneer 
study that was long overdue. It could easily mark the 
beginning of a series of studies designed to increase 
the quality of medical care. 

The North Carolina study was inadequate in some 
respects. However, as a pilot study, it showed a need 
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for continued investigation leading to improved office 
practice in our country. Additional study is needed to 
determine the fields in which general practice can 
contribute the most to improve the health and welfare 


of the American people. The American Academy of 


General Practice has been working since its inception 
in 1947 to find the family doctor’s niche. The North 
Carolina study opens new fields and new challenges. 

We may not find out where the general practitioner 
belongs in the field of medicine in the next 50 years. 
It took the surgeon more than 100 years to become rec- 
ognized as a surgeon. In the meantime, every effort 
should be made to reduce to a minimum errors of 
judgment and carelessness on the part of each prac- 
ticing physician. Any deficiencies should be corrected 
in a constructive way. Therefore, general practitioners 
should welcome any study that will result in improving 
the quality of medical care. We should let the facts fall 
where they will. Standards do not evolve in ten years 
but rather result from the educational process. An 
important part of this process is public enlightenment. 
An informed public ultimately influences medical care 
standards and demands better care and service. 

It is no surprise that some facets of the practitioner’s 
art have been neglected or that sincere interest has 
been lacking in some quarters. The North Carolina 
study points up some specific problems. This study 
may represent a definite trend calling attention to the 
fact that many early diseases and disorders are over- 
looked in the physician’s office. Consequently, a more 
thorough examination of the individual patient is 
always in order. 

There is a tremendous need for pioneer study in this 
particular freld to improve office practice. Thirty-five 
years ago, the American College of Surgeons initiated 
an accreditation program to set up standards for good 
surgical practices in hospitals. Out of this has come a 
series of checks and balances. The medical staff of any 
hospital can now evaluate its work on an actuarial 
basis. Now we may be entering a pioneer field of 
evaluating office procedures and practices, possibly by 
a different yardstick than has been used in the hospitals. 

Among other things, it is very essential that the 
practitioner be able to diagnose the early stages of can- 
cer, nephritis, myocarditis, vascular diseases, nutri- 
tional states and psychosomatic disorders. It then be- 
comes necessary for him to take corrective steps when 
these conditions are found, or to refer them to the 
proper place for treatment. Any formula that increases 
the skill of the physician in diagnosis of these diseases 
may well be a lifesaver to thousands of people yearly. 

Cancer detection, for instance, should be conducted 
in every doctor’s office rather than in the big centers. 
Something is lost in the big centers. Every patient has 
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been in somebody’s office earlier. Either he has not 
been adequately examined or he has deliberately con- 
cealed from the physician the true state of his condition. 

The present study points up the fact that no phy- 
sician, specialist or general practitioner, can practice 
good medicine without a good foundation in general 
practice. He must know the general medical and en- 
vironmental conditions of his patients; without this 
foundation, he becomes a glorified mechanic. 

The study under consideration was made almost en- 
tirely by two internists and so was conceived, con- 
ducted and analyzed from the viewpoint of internal 
medicine. The observers did not feel competent to 
judge actual surgical or obstetric techniques. However, 
estimates indicate that general practitioners do about 
60 per cent of all pediatrics, about 30 per cent of general 
surgery and more than 40 per cent of obstetrics. There- 
fore, in order to evaluate a general practitioner, some 
critical studies must be made of his performance in 
these three fields. It would also be interesting for some 
group to study the effectiveness of the general practi- 
tioner in conveying good medical education to his con- 
stituents. There is need for more alert practitioners in 
the field of public health—educational activities, acci- 
dent prevention and immunization. 

I believe that the North Carolina study would have 
impressed the average family doctor more if it had been 
made up by two top-flight general practitioners in 
addition to the internists. The investigators in this 
case were institutional-minded men who had never lived 
on the frontiers of medicine. Nevertheless, I think it is 
possible to set up criteria of adequate histories, good 
physical examinations and suitable office equipment. 
The internists, although they had not practiced general 
medicine, did set up certain standards and concepts. 

This was a fact-finding study. It did not indicate 
that general practitioners were doing a poor job. How- 
ever, it did show that there is a vast difference between 
topflight physicians and those at the bottom. This con- 
dition would prevail, however, in any group studied, 
whether they be lawyers, dentists, ministers—or 
surgeons, EENT specialists, pediatricians or gyne- 
cologists. 

The most important ingredient of clinical skill seems 
to be an intangible one—a sincere interest in medicine. 
Too many physicians have lost sight of the service 
angle of their practice and worry too much about 
income tax or whether they can buy a Cadillac. 

Although the North Carolina study analyzed general 
practice in only one state, if the conditions found are 
true all over, medicine should know about it. Com- 
placency is not good public relations and is not con- 
ducive to better office care. 

—Muitton B. CaseBOoLr, M.D. 
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Figure 1. 


INCREASED INCIDENCE 
REFLECTING IMPROVED DIAGNOSTIC ACUMEN 


*TOURO INFIRMARY, BROWNE-McCHARDY CLINIC 


OF EROSIVE ESOPHAGITIS FROM 1946-1955, 


6 
5 
2 
= 
33 1 
Year 1946 ‘a7 ‘48 ‘a9 ‘50 ‘51 ‘52 ‘53 ‘54 
UROPEPSIN EXCRETORY ASSAY IN GASTROINTESTINAL DISEASE 
(MICROGRAMS TYROSINE PER 24 HOURS) 
Normal Duodenal Gastric Erosive Gastric Nonulcer 
ulcer ulcer esophagitis carcinoma G.I. disease 
No. of Patients 100 58 15 15 8 W 
Mean 278 476 419 336 246 345 
Range 31-815 42-952 0-952 131-1385 130-426 96-710 
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Introduction 


The problems of erosive esophagitis are depicted. From 
the experiences of the authors in a detailed case study 
of this entity in 80 patients under their combined 
observation, conclusions are drawn to illustrate the 
difficulties encountered in the clinical concepts of an 
entity now appreciably increasing in frequency, com- 
plexity of origin and difficulty of management. 


Terminology 


Erosive esophagitis is the best descriptive term to 
indicate this esophageal disease which bears the ad- 
ditional titles: recurrent, reflux, regurgitant and peptic 
esophagitis. Marginal esophagitis and short esophagus 
with peptic ulceration are also recorded. 


incidence 


Tabulation of our hospital and clinic experience of 
the past decade has indicated an increased frequency 
per 1000 patients from 0.2 per cent to 5.8 per cent 
(Figure 1). Factors contributing to the increased fre- 
quency of occurrence include: : 

\. Greater interest, awareness and diagnostic 
acumen, 
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2. More routine and better esophagograms. 

3. Better training of esophagoscopic internists and 
surgeons. 

4. Increase in thoracic, esophageal and gastric 
operations. 

Relation of erosive esophagitis to gastric acidity: 


No. cases 
10 
29 
32 


There is no conclusive evidence that hyperacidity 
or hyperpepsinia has a specific influence on the occur- 
rence of esophagitis (Figure 2). 


Characteristic Types 


1. Reflux esophagitis of hiatal hernia or chalasia. 

2. Peptic ulceration of heterotopic gastric mucosa. 

3. Marginal or esophagogastric ulceration. 

4. Occurrence following esophageal or gastric 
surgery. 
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1. Predisposing factors. 


b. 


Cc. 


Esophageal hiatus hernia. 

(1) Sliding (Figure 3). 

(2) Rolling (Figure 4). 

Anatomic variants. 

(1) Short esophagus (Figures 5 and 5a). 

(2) Intrathoracic stomach (Figure 5b). 

(3) Direct esophagogastric junction. _ 
Physiologic dysfunction or deglutination 
“‘chalasia.” 


Contributing factors. 


a. 


Hyperacidity (increased erosive action). 
Hypersecretion (increased volume). 
Vomiting, induced or spontaneous (surgery, 
anesthesia, pregnancy). 

Aging (loss of tissue elasticity). 

Increased intragastric pressure and stasis (by 
pyloric or distal obstruction). 

Increased intra-abdominal pressure (preg- 
nancy, ascites, neoplasm). 

Esophageal rigidity (scleroderma, varices, 
scarring (Figure 5c). 

Occupational hazards (heavy lifting, strain- 
ing, deep sea diving). 

Clothing (orthopedic and cosmetic gar- 
ments). 

Obesity (especially of abdomen). 
Esophageal diverticulum (motility disrup- 
tion). 

Cardiospasm or achalasia (stasis) (Figure 5d). 


. Neoplasm (obstruction or stasis). 


Habit belching. 

Esophageal intubation (pressure necrosis). 
Antibiotic therapy (pseudomembranous). 
Neurogenic dysphagia. 

Cutaneous burns (Curling ulcers). 

Uremia (mucosal change). 

General anesthesia (motility disturbance and 
vomiting). 

Infections. 

Herpes simplex. 


. Thoracic irradiation. 
. Precipitating factors. 


Esophageal operations with resultant loss of 

sphincteric action. 

(1) Resection of cardia and lower esophagus 
(Figure 6). 

(2) Esophagocardiomyotomy (Figure 7). 

Gastric operation—total and subtotal gas- 

trectomy destroying oblique angle of esopha- 

geal entry (Figures 8 and 8a). 

Vagotomy producing gastric stasis. 

Thoracic operations creating esophagogastric 

displacement and delayed esophageal empty- 

ing (Figure 8b). 
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Figure 6. Resection of cardia and lower esophagus. 
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Figure 5¢. Esophageal varices. 


Figure 8. Total gastrectomy. 
Figure 5d. Cardiospasm or achalasia. 


Figure 8a. Cardiac partial gastrectomy. Figure 8b. Thoracic operation. 
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2. 


Periodicity and spontaneity of response are 
characteristic. 
Pain (Figure 9) is primarily anterior thoracic, 
but may vary in location, radiation and char- 
acter (96 per cent). 
a. Localization: Substernal is most frequent and 
characteristic location (88 per cent). 
b. Radiation: Not infrequently anginoid (38 
per cent). 
c. Character of pain may be single or in com- 
binations 
(1) Sharp or paroxysmal pain on swallowing 
or spontaneously (8 per cent). 
(2) Heaviness and oppression of dyspnea 
and esophageal retention (36 per cent). 
(3) Burning pain (pyrosis) of erosion (53 
per cent). 
(4) Postural or strain precipitation (72 per 
cent). 
Regurgitation: May be spontaneous or induced, 
(69 per cent). 
a. Postural relation dominant (71 per cent). 
b. Primarily nocturnal and postprandial (29 
per cent). 
Dysphagia: Varies from mild spasm to true 
obstruction (46 per cent). 
a. Acute, related to deglutition (4 per cent). 
b. Intermittent, spontaneous and deglutition 
induced (84 per cent). 
c. Chronic stenotic persistent partial obstruc- 
tion (12 per cent). 
Bleeding, though often mild and concealed, 
may be dramatically profuse (17 per cent). 
a. Insidious anemia (94 per cené). 
b. Massive hemorrhage (6 per cent). 
Dyspnea and cough result from pulmonary em- 
barrassment of compression or regurgitant 


tracheobronchitis (2 per cent). 


Diagnosis 


(Can be verified only by esophagoscopy.) 


1, 


Intubation study revealing the presence of free 

acid at a level of 35 cm. or proximal may be 

interpretable as regurgitation of gastric content 

into the esophagus. 

Radiologic examination may reveal: 

a. Valsalva demonstration of sphincteric- in- 
continence. 

b. Trendelenburg position producing “chala- 
sia.’” 

c. Peristaltic dysrhythmia. 

d. Evidence of esophageal shortening. 

Evidence of esophageal thickening. 
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Figure 9. Pain location and radiation. 
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Figures 11 and 11a. Postcardiomyotomy. 


Figure 12. Peptic esophagogastritic erosion 


Figure 12a. Esophagogastric peptic ulcer. 


Peptic ulcer 
ee Figures 13 and 130. Paracsophageal hernia. 
: 
— 


h. 


b. 


Cc. 


b. 
c. 


d. 


b. 


Complicating and Associated Disturbances 
1, Complications. 


Spastic areas and smooth funnel-shaped 

stricture. 

Irregularity of mucous membrane of distal 

third of esophagus. 

Ulcerative changes. 

(1) Total gastrectomy (Figures 10 and 10a). 

(2) Postcardiomyotomy (Figures 11 and 
Ila). 

(3) Peptic esophagogastric erosion (Figures 
12 and 12a). 

(4) Paraesophageal hernia (Figures 13 and 
13a). 


3. Esophagoscopic examination often reveals a com- 
bination of findings which may include: 


Mucosal reddening and edema. 

Prominent redundant longitudinal folds. 
Obliteration of lumen by edema, spasm or 
stricture. 

Friable bleeding mucosa. 

Granular denuded areas. 

Erosions with membranous exudate. 
Erosions or ulcerations. 

Biopsy evidence of inflammatory change. 


4. Histologic study from esophageal biopsy demon- 
strates changes varying with the degree of 
mucosal damage. 


Esophagitis (Figure 14). : 

Chronic benign cardioesophageal ulcer, eso- 
phageal edge (Figure 15). 
Chronic benign cardioesophageal ulcer, gas- 
tric edge (Figure 16). 

Benign esophageal tissue with mild hyper- 
keratosis (Figure 17). 


5. Differential diagnosis involves evaluation of con- 
comitant disease common to this age group and 
because of similarity in presenting sympto- 
matology requires astute clinical study to ex- 
clude these and other possibilities : 


Coronary heart disease. 
Intrathoracic gastric ulcer. 

Peptic ulceration elsewhere. 
Neoplasm. 

Mediastinal lesions. 

Biliary tract disease. 

Pancreatitis. 

Orthopedic neuromuscular disease. 
Pulmonary and pleural disease. 
Psychosomatic disorders. 


Obstruction—the result of fibrosis or edema, 
necessitating dilatation or operation. 
Bleeding—insidious in most cases (unex- 
plained anemia), occasionally massive. 
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Figure 17. Benign esophageal tissue with mild hyperkeratosis. 
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fl 
Figure 14. Esophagitis. 
Figure 15. Chronic benign cardioesophageal ulcer. 
i: d. Figure 16. Chronic benign cardioesophageal ulcer. 


True peptic ulcer—theorized to be super- 
imposed on damaged heterotopic or vul- 
nerable mucosa. 
Perforation—rare since involvement infre- 
quently invades muscularis. 
Tracheobronchitis—result of regurgitation of 
esophageal content into tracheobronchial 
tree. 
Periesophagitis from recurrent severe epi- 
sodes of subacute perforation and at times 
from traumatic dilatation. 
2, Noncausa! diseases frequently associated with 
esophagitis. 
a. Possibly contribute to occurrence: 
(1) Diabetes. 
(2) Uremia. (5) Allergic disease. 
(3) Vitamin (6) Leukoplakia. 
deficiency. (7) Postirradiation. 
b. Probably contribute to occurrence: 
(1) Gastric ulcer, source of hypersecretion. 
(2) Duodenal ulcer, source of gastric reten- 
tion and hyperacidity. 
(3) Cholecystitis, source of vomiting. 


1, Medical. 
a. Postural aids. 
(1) Elevate head of bed (Figure 18). 
(2) Avoid stooping, bending, lying flat, 
straining (Figure 19). 
(3) Sit erect, especially during and after 
meals (Figure 20). 
(4) Avoid lying on right side. . 
. Dietary aids. 
(1) Eat slowly and avoid overdistending 
. stomach. 
(2) Avoid extremes of heat or cold. 
(3) Bland, nonirritating diet with inter- 
mediate feedings. 
(4) Avoid suspected allergens. 
(5) Weight reduction if obese. 
. Clothing aids—avoid tight abdominal gar- 
ments, belts, supports (Figure 21). 
Relief from gastric hypersecretion. 
(1) Neutralization by antacids. 
(2) Anticholinergic drugs advocated by 
some (may be contraindicated). 
Relief of pain. 
(1) For burning pain (pyrosis). 
(a) Anestheticagents (undiluted) (Pro- 
butylin, Rorer). 
(b) Coating agents; bismuth subcar- 
bonate. 
(2) For spastic pain (anginoid). 
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(4) Ulcerative colitis.» 


Figure 18. Elevate head of bed. 


Figure 19. Avoid stooping, bending, 
lying flat and straining. 


Figure 20. Sit erect, especially 
during and after meals. 


Figure 21. Clothing aids—avoid tight abdominal garments. 
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Figure 22. Medihaler-Nitro. 


Figure 23. Allison repair (#1). 


(a) Nitroglycerin sublingually or hypo- 
dermically. 

(b) Medihaler-Nitro (Riker) rapid ab- 
sorption by inhalation. 


f. Gastric hypersecretion. 


(1) 
(2) 


Neutralization by antacids. 
Secretory depression by mild anticho- 
linergics. 


g- Relief of obstruction. 


(1) 
(2) 


(3) 


Hurst mercury bougies or woven reeds 
for gentle passive dilatation. 
Nitroglycerin: sublingually, hypoder- 
mically, or by inhalation for relief of 
spasm and as an aid to dilatation. (Fig- 
ure 22) 

Anesthetic agents (Probutylin) for 
spasm and edema. 


h. Miscellaneous. 


(1) 
(2) 
(3) 
(4) 
(5) 


Remove foci of infection. 

Use of antihistamines. 

Eliminate steroids, 

Curtail smoking. 

Re-education to avoid habit belching, 
regurgitation and vomiting. 


Surgical Approach 


1. Chief indications for operation. 
a. Persistent pain. 
b. Hemorrhage. 
c. Obstruction. 
2. Operative treatment in various stages. 
a. Early phase—repair of diaphragmatic hernia. 
(1) Aim—restoration to normal anatomic 


(2) 


and functignal position of the cardio- 

esophageal elements, 

Method—Allison (Figures 23, 24and 25). 

(a) Crural apposition posterior to the 
esophagus. 

(b) Fixation of the phrenoesophageal 
membrane to undersurface of the 
diaphragm. 


(3) Disadvantage—because of serious dam- 


Figure 24. Allison repair (#2). 


b. Late phase. 


(1) 


(2) 


(3) 


Surgical Experiences 


1. Results of repair of hiatal hernia at Charity 
Hospital, New Orleans, La. 


age to delicate mechanism at cardia by§_ 
scarring from the disease, achievement , 
of only partial restoration of function, 


Aim. 

(a) Removal of obstructed or ulcerated 
segment. 

(b) Prevention of recurrence of esoph- 
agitis. 

(I) Decrease acid-peptic produc- 
tion. 

(If) Establish valves to prevent 
reflux. 

(c) Re-establishment of anatomic path- 
way. 

(d) Maintenance of normal gastrom- 
testinal function without interfer- 
ence to nutrition. 

Methods—after excision of obstructed 

segment. 

(a) Roux-en-Y esophagojejunostomy 
(Figure 26). 

(b) Jejunal transplant between esoph- 
agus and stomach combined with ) 
pyloroplasty and vagotomy (Figure 
27). 

(c) Antral resection; vagotomy; con- 
tinuity of the alimentary tract 
established by esophagogastros- 
tomy and  gastroduodenostomy 
(Figure 29). 

Disadvantages. 

(a) No valve has been constructed com 
parable to the normal mechanism. 

(b) Acid or alkaline contents regut- 
gitating freely into esophagus cause 
erosion. 

(c) Nutritional status hard to maintain. 
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Figure 25. Allison repair (#3). 


Symprom FoLtLow-up IN 42 Cases 
Postoperative Symptoms 
Type of Repair None Slight Moderate Severe 
Shift hiatus 7 2 3 1 
Allison ll 1 2 2 
Modified Allison 6 1 2 0 
' Abdominal 2 1 0 1 
Total 26 5 7 4 
POSTOPERATIVE ROENTGENOGRAPHIC EXAMINATION 
22 Cases 
Follow-up 
Type of Repair  Roentgenograms Recurrences 
Shift hiatus 2 
Allison 4 
Modified Allison 5 1 
Abdominal 3 
. Total 22 8 


Prognosis 


I. Clinical course of erosive esophagitis (Figure 28). 
a. Spontaneous and cyclic remissions are char- 
acteristic. The entity must be managed as 
erosive disease elsewhere in the gastroin- 
testinal tract. Of the 80 patients adequately 
studied there was satisfactory medical re- 
sponse in 64 cases. It must be emphasized 
that prolonged eight- to 12-month treatment 
is essential. The response to anesthetic 
agents such as Probutylin has been excel- 
lent, but this and similar agents must be 
given either undiluted or combined with an 
agent to increase viscosity. 

- Complications requiring surgery occurred in 
16 cases. Surgical complications and recur- 
rent disease after surgery mitigate against 
operative election other than in cases defi- 
nitely refractory to medical management. 
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Figure 26. Roux-en-Y 
esophagojejunal anastomosis. 


7. 


\ \\ 

WSS 


Figure 27. Jejunal transplant 
with pyloroplasty. 
CLIMICAL COURSE PATIENTS Initvally Manoged Medically) 
Remission without recurrences or complicetion . acute severe. 6% 
Complication (rare) obstruction (edeme) 
Recurrent acute episodes without complication . . 
Eventuste in operation... 16 20%) Indication 
Figure 28. 
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Figure 29. Antral resection; vagotomy. 
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Pelvic tilt Traction \ Straight Leg Traction 
Figure 1. Comparison between straight leg traction (Buck's Ex- 


tension) and the derotational effect of pelvic tilt traction (pelvic 
girdle traction). 


Figure 2. Tracings of roentgenograms. Straight leg traction 
(S.L.T.) does not affect lumbar lordosis, width of foramen and 
intervertebral space. Pelvic tilt traction (P.T.T.) corrects lordosis, 
widens foramen and interspaces. 


Intermittent traction is the application of maxim in 
stretch or traction alternating with periods of coin- 
plete relaxation. In many painful derangements of 
limbs and spine, it ts more efficient and better (o1- 
erated than continuous traction. This method is not 
a cure. However, it is a useful part of the complex 
treatment of a great variety of orthopedic disorders. 
The results of its use in “‘frozen shoulder,’’ pain- 
ful osteoarthritis of the hip and knee are particu- 
larly encouraging. Inflammatory lesions, herni- 
ated disk and anxiety are contraindications to 


its use. 


Therapeutic Advantages 
of Intermittent Traction 
in Musculoskeletal Disorders 


ERNEST H. BETTMANN, M.D. 
White Plains, New York 


SINCE THE DAWN of medicine, manipulative or mechan- 
ical traction for painful or displaced body segments 
has been a well-established method of treatment. Nor- 
mal joint contact is restored by stretching taut liga- 
mentous and capsular structures. It also reduces mus- 
cle spasm and alleviates pain. 


Stretching and Traction 


Temporary shrinkage of muscles and ligaments due 
to inactivity is overcome when we stretch ourselves on 
getting up in the morning, or after many hours of 
sitting. Any prolonged standing or sitting exposes the 
weight-bearing joints of the spinal column and lower 
extremities to the deforming influence of gravity. To- 
gether with shearing forces, this causes damage to 
cartilages and buffering tissues and shrinkage of peri- 
articular structures. 

Traction is the most effective counteracting force 
against pressure damage. However, it may lead to 
overstretching when applied continuously. This re- 
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sults in painful neuromuscular defense spasm. Some 
patients with low back pain or neck derangement will, 
therefore, become increasingly uncomfortable with 
continuous traction. It also tends to increase the 
lumbar lordosis instead of reversing it by means of 
axial rotation and pelvic pull. In addition, patients 
complain frequently of painful pressure along the legs, 
skin irritation, joint pain, increased tension and intes- 
tinal discomfort. 


Principles of Intermittent Traction 


The ligaments and periarticular structures act 
according to a “Law of Functional Adaptation” in the 
following manner: 

1. Weak and constant pull is therapeutically 
ineffective. 

2. Strong and constant pull results in ligamentous 
overstretching and neuromuscular tension. 

3. Intermittent, gradually increasing pull, with 
complete relaxation and maximum traction, restores 
anatomic and physiologic equilibrium. 

Even an ordinary rubber band will show signs of 
reduced resiliency when under constant traction while 
intermittent pull and retraction prolongs its elasticity. 

The classical leg traction (“Buck’s extension’’), 
exerting pull along the tibial femoral axis, acts an- 
teriorly to the gravity center. It tilts the pelvis forward, 
widening mainly the anterior lumbosacral segment, 
and having little effect on the posterior lumbosacral 
area and the width of the intervertebral foramina. In 
contrast to this, rhythmic traction, with the use of a 
pelvic girdle, is more effective in restoring normal 
anatomic alignment and avoiding irritation (Figures 
1 and 2). 

Judovich published a report in 1952 on a “New 
Form of Traction Therapy” that he used only in the 
treatment of the cervical disk syndrome. Shenkin, in 
1954, reported that out of 27 cases with cervical 
pathology, 22 were successfully treated without the 
need for surgery. Ruth Jackson described superior 
results with intermittent traction in cervical syn- 
dromes. There are now available about a dozen sta- 
tionary and portable models varying from mechanical 
rhythmic traction to be used in the office, to hydrau- 
lically operated and electrically controlled hospital 
units. The choice depends upon the needs of the 
orthopedic surgeon and physiotherapist. 


Rhythmic vs. Static or Continuous Traction 


Continuous traction allows only a certain amount of 
Weight pull with a maximum of 15 pounds to each leg, 
and ten pounds to the cervical spine. With a heavy 
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pull of 50 pounds or more, it can be done only briefly. 
There is possibility of cord or root damage. 

Rhythmic traction allows the use of pull up to 
50 pounds in the cervical spine and up to 75 pounds in 
the lumbar spine over extended periods by using the 
pelvic traction girdle. While patients with constant 
traction often complain of localized or general tense- 
ness, intermittent traction, with a standard cycle be- 
tween five to 16 interruptions per minute, makes them 
more comfortable. The use of stronger pull and exact 
gauging is considerably more effective. It also shortens 
the time of necessary treatment. Rhythmic traction 
allows the application in a horizontal or vertical direc- 
tion of varying degrees. The optimal angle pull is con- 
trolled by doctor and nurse, while the patient can stop 
the cycle or change to continuous traction by using a 
hand switch (Figure 3). 

A new and effective application of intermittent 
traction is in the treatment of painful, noninflammatory 
joints with muscle spasm and pericapsular shrinkage; 
painful osteoarthritic conditions of hip and knee, or 
the presence of chronic bursitis or frozen shoulder 
(Figures 4 and 5). In these cases great relief of pain, 
decreased muscle spasm and increased joint mobility 
are an almost constant feature. However, although 
rhythmic traction is an efficient therapeutic modality, 
it is not a specific cure and should be applied only 
under medical supervision. Rhythmic traction is par- 
ticularly beneficial with the use of a pelvic rotational 
girdle allowing reversal of lordosis. This keeps the 
legs free and is adjustable for unilateral pull (Figure 6). 


INDICATIONS FOR RHYTHMIC TRACTION 


Rhythmic traction is useful in all noninflammatory 
musculoskeletal conditions with muscle spasm, pain, 
periarticular tightening and articular derangement. 
These may be due to postural, traumatic or degenera- 
tive changes. Included are: sprains, strains, subluxa- 
tions, cervical syndrome, lumbar derangement, facet 
syndrome, increased disk and foraminal pressure, 
osteoarthritis, neuralgia, tension headaches, inactivity 
fibrosis and reflex muscle spasm. Additional condi- 
tions in which rhythmic traction is indicated are: 
shoulder and hand syndrome, scalenus syndrome, 
cervical ribs, plexus syndrome, sciatic radiculitis, 
chronic frozen shoulder, shoulder bursitis and osteo- 
arthritis of hip or knee joints. 


CONTRAINDICATIONS TO RHYTHMIC TRACTION 


Rhythmic traction will not be beneficial, and may 
be harmful in: inflammations, infection, acute arthritis, 
neurosis, neurologic signs of disk protrusion or trophic 
changes, acute torticollis, myositis and cases which 
respond to the first treatment with increasing pain. 
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Figure 3. Rhythmic traction for cervical derangement. This is 
the patrent described in Case 4. The cord plugged into the instru- 
ment ts attached to the patient’s hand switch. 


Figure 4. Intermittent traction for post-traumatic arthritis and pain 
in the left knee. This is the patient described in Case 5. 


POSITIONING OF PATIENT FOR TRACTION 


The direction of traction pull is of great importance 
depending upon the individual case, requiring either 
neutral position, increased flexion or extension. For 
pelvic and leg traction the following standard position 
is recommended: Eight-inch elevation of the foot of the 
bed to prevent slipping of the patient. When using pel- 
vic traction with the advantage of complete freedom of 
the lower extremities, the patient’s comfort is en- 
hanced by flexing the knees occasionally or supporting 
them at an angle of 45 degrees (contour position) with 
relaxation and flattening of the lumbar spine. The 
pelvic girdle serves for special pull and posterior rota- 
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tion of the pelvis. If more rotation is desired than tric- 
tion, the two side straps are detached. In case of 
necessary unilateral traction (pelvic obliquity, wni- 
lateral radiculitis), increased pull on one side is ob- 
tained by connecting only one side strap. To minimize 
friction, the patient is placed on a rubber sheet cover- 
ing a hard mattress with a fracture board underneath. 
Occasionally, application of traction in prone position, 
with the trunk elevated on two pillows and the hip 
joints flexed, is more efficacious. This is done in the 
office where the duration of one treatment averages 
only 30 minutes. 

For cervical traction in the supine position, the 
angle of traction can be changed, allowing for increased 
hyperextension or flexion. A slight forward flexion 
amounting to ten degrees is the usual position. In the 
office and hospital, we prefer the application of cervical 
traction with the patient lying in the supine position, 
being more relaxed than in the sitting position. 


DuRaTION OF TREATMENT 


For ambulatory patients the average treatment time 
is 30 minutes. It can be extended to one hour and is 
sometimes combined with the application of radiation, 
moist hot packs or sinusoidal stimulation. In the 
hospital and at home, the average treatment time is six 
to eight hours, the patient using a switch to stop the 
traction at intervals or keeping it at constant pull if 
indicated. 


AMOUNT OF TRACTION 


This varies greatly, depending upon the patient’s 
threshold for pain and the clinical findings. If the 
condition is acute, only minimal traction starting with 
five pounds is indicated, gradually increasing to 25 
pounds or more. In chronic cases, especially in low 
back syndrome, tractions up to 50 pounds are well 
tolerated. 


Illustrative Cases 


Case 1. R.M. was a 42-year-old salesman with acute 
low back sprain and sciatic radiculitis. Two days after 
lifting a heavy suitcase, he noticed increasing pain in 
the lower back radiating into the right sciatic distribu- 
tion. The patient stood with a right pelvic tilt and loss 
of lumbar lordosis. All spinal motions were markedly 
restricted and painful. Straight leg raising was carried 
out to 20 degrees on the right, and to 40 degrees on the 
left. Lasegue’s sign was positive bilaterally. There 
were no sensory or reflex changes. X-ray revealed right 
pelvic obliquity, with increased density of the psoas 
shadow on the right and the lumbar spine flattened. 

Because no relief was obtained from rest and ambula- 
tory physiotherapy, the patient was admitted one week 
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jater to the hospital for bilateral Buck’s extension of 
six pounds. He did not improve. He showed signs of 
abdominal distention, and complained of discomfort 
and cramps in his legs. Therefore, the static traction 
was changed to pelvic intermittent traction of 50 
pounds which was maintained for six to eight hours 
daily. This was changed to static pull during dinner 
hours. During three days, marked improvement was 
noted. On the fourth day, straight leg raising was 
carried out to 80 degrees on the right, and to 85 
degrees on the left. After five days he was able to stand 
straight and bend forward to 45 degrees. He left the 
hospital on the sixth day and returned to work at the 
end of two weeks, after receiving a few more inter- 
mittent traction treatments in the office. There was no 
recurrence after one year. 

Case 2. A.H. was a 36-year-old housewife with 
chronic low back derangement. She was admitted to 
the hospital with a history of repeated attacks of low 
back pain during the past four years, requiring pro- 
longed bed rest. Neurologic consultation ruled out disk 
pressure, although there was an area of hypesthesia 
along the left peroneal nerve distribution. X-rays re- 
vealed slight osteoarthritic changes on L4 and L5 
with sacralization on the right. Lasegue’s sign was 
positive on the right. Straight leg raising was carried 
out to only 45 degrees bilaterally. During a previous 
hospital admission, she had bilateral leg traction fol- 
lowed by body cast. After two months there was a 
recurrence following manipulation by a chiropractor. 

She was then admitted for intermittent traction of 
50 pounds. This was well tolerated for eight hours 
daily, with one-half hour lunch and one-half hour 
dinner breaks. It resulted in complete loss of pain 
within one week. Intermittent traction was continued 
at home for four hours daily. This also relieved the 
patient’s general tension. She has been free of pain for 
six months and now engages in golf. 

Case 3. E.M. was a 49-year-old nurse with acute 
disk syndrome superimposed on chronic low back 
derangement. Low back pain of ten years’ duration 
was treated in the hospital with physiotherapy and 
continuous traction. She had increasing pain in the 
past three weeks in left leg, positive Lasegue’s sign, 
hypesthesia in the big toe, absence of left ankle jerk 
and diminished extensor hallucis power. She was 
treated with intermittent traction for two days. This 
had to be discontinued because of increasing discom- 
fort. Myelogram revealed a large defect on right side of 
1.5 and S$ 1 and a few days later a large protruding 
disk, cherry size, was removed. Complete relief of 
pain was provided almost immediately. After three 
months, the patient took a cross-country trip without 
discomfort. 
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Figure 6. Intermittent traction using the rotational pelvic tilt girdle. 
The direction of the three-way pull is shown. 


Case 4. F.M. was a 56-year-old printer with old 
neck lash injury and right cervical plexus involvement. 
Neck lash injury one year previous resulted in con- 
tinuous pain in the neck, radiating into the right up- 
per arm. There was marked, painful restriction of 
motion on both flexion and extension. No permanent 
relief resulted from intensive physiotherapy, cervical 
collar and cortisone medication. He was admitted to 
the hospital for intermittent cervical traction as 
shown in Figure 3 (20 pounds for eight hours daily, 
with short rest periods between, carried out for eight 
days). That resulted in almost complete disappearance 
of sensory changes in the upper arm and increased 
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motion range of cervical spine. He returned to full 
time work after three weeks. There was no recurrence 
in five years. 

Case 5. F.R. was a 53-year-old caretaker with 
chronic osteoarthritis of right knee and hip. For two 
years he had pain in the right hip radiating into the 
right leg, necessitating discontinuing work. Examina- 
tion revealed marked restriction of internal rotation 
and abduction in the right hip, and a 10-degree flexion 
contraction of the right knee. There was swelling, and 
pain on attempting full extension of the knee, as well as 
marked grating. X-ray showed dimunition of the hip 
joint space with osteoarthritic changes at the upper 
and lower rims of the acetabulum. The right knee 
showed advanced osteoarthritic involvement with 
marked narrowing of the medial joint gap. 

He was treated with intermittent traction to the 
right leg for one-half hour daily, with pull of 20 
pounds (Figure 4). After two treatments he noticed a 
marked decrease of pain and was able to extend the 
right knee to 175 degrees. After six treatments, ab- 
duction and internal rotation of the right hip also had 
increased to about 15 degrees. With home treatments, 
he was able to do almost full-time work. He stated that 
of all the many treatments employed, this one gave 
him the most noticeable improvement. 

Case 6. L.R. was a 29-year-old housewife with 
painful frozen shoulder (left after subacute bursitis) 


and epicondylitis of left elbow. There was a histo: y 
in this patient of two painful attacks of calcifying bur -i- 
tis in the left shoulder treated with repeated needli:.g 
and cortisone injections. These treatments resulted in 
marked improvement. After four weeks, however, sive 
had increasing stiffness of the left shoulder with ab- 
duction limited to 45 degrees. There was tightening 
of the pectorals, pain radiating into the left elbow 
and localized tenderness over the lateral epicondyle. 
After three intermittent traction treatments, each 
session 30 minutes with 20 pounds traction, she felt 
increasing relief of pain and greater mobility of her 
left shoulder. She was then able to resume her previous 
activities. The treatments were continued for three 
more weeks with further subjective and objective im- 
provement in the patient. 


NuMBER OF PATIENTS TREATED 


In the past two years, 210 patients were treated with 
intermittent traction, 46 requiring hospitalization. Of 
the 210 patients treated, 190 derived good results, 
38 requiring additional treatment. Of the 190, 16 re- 
quired subsequent treatment after two to six months. 
In none of the cases was any harmful effect observed. 
In patients with arthritis of knees and hips (28) and 
patients suffering from painful, stiff shoulders (12), 
disappearance of pain and increasing motion range 
was a common feature. 


HOW TO EXPLAIN TO PATIENTS... 


Esophageal Obstruction 


In PATIENTS having esophageal obstruction from 
either carcinoma or so-called peptic stenosis, eating 
difficulties are largely mechanical. I often tell them 
when advising them to eat only strained foods or 
finely ground-up meat that if they get a particle of 
food (sometimes even as small as a pea) stuck in 
their esophagus it acts like a stopper in a sink, and 
sometimes after that no food or even liquid will pass 
into the stomach. 


Epwarp B. BENEDICT, M.D. 


Department of Surgery, Harvard Medical School 
Boston, Massachusetts. 
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THAT INTERMITTENT CLAUDICATION occurs in the calf is 
generally known. This note is to make the following 
point: Depending upon the level of arterial occlusion, 
intermittent claudication may occur in muscles around 
the hip and lower part of the back, in the thigh, and in 
the foot as well as in the calf (see accompanying figure). 

Intermittent claudication is distress originating in 
ischemic muscles during active contraction. It is a 
symptom of occlusive arterial disease, usually arterio- 
sclerosis obliterans or thromboangiitis obliterans 
(Buerger’s disease). It most frequently occurs in the 
lower extremities when muscles are deprived of the in- 
crease in blood supply they normally require during 
periods of activity. A short period of rest restores the 
balance between blood supply and demand. 

The diagnostic feature of intermittent claudication, 
therefore, is its invariable relation to activity of the in- 
volved muscles. It is induced in the calf, for instance, 
by walking, and is relieved within minutes by rest, if 
not by slowing the pace. The more violent the exercise, 
the sooner intermittent claudication occurs. It never 
occurs at rest. In many ways it is analogous to angina 
pectoris of effort, for, indeed, intermittent claudica- 
tion is angina of somatic muscles. 

The described character of the distress is of little 
diagnostic value, however, for patients often deny that 
it is pain and instead describe it with such varied terms 
as ache, cramps, numbness, heaviness, tiredness, 
weakness, knot or fullness. And depending on its loca- 
tion and character, it may be mistaken for disease in 
the hip or sacroiliac joints, protruded intervertebral 
disk, sciatic neuritis, myositis, pes planus or chronic 
foot strain. Except in rare instances of intermittent 
claudication, pulsations will be diminished in or 
absent from one or more major arteries proximal to the 
region of distress. 

The treatment of intermittent claudication with 
drugs or surgical sympathectomy is not routinely suc- 
cessful, although the latter sometimes is helpful in in- 
creasing blood flow to the skin of ischemic extremities. 
Abstinence from tobacco is urgent in cases of thrombo- 
angiitis obliterans. In selected cases dramatic relief 
of intermittent claudication has been achieved by 
resection of the obstructed segment of diseased artery 
and replacement of it with an arterial graft. 

Patients with intermittent claudication should be 
encouraged to walk and can be assured that the symp- 
tom seldom leads to invalidism. As an indication of 
muscular ischemia it has no dire prognostic import, 
for ischemia of the skin is what leads to gangrene and 
amputation. Accordingly, proper care of the skin of the 
feet should be of more concern to the patient than 
whether he can walk one-half block or one-half mile 
before intermittent claudication occurs. 
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A Note on the Location 
of Intermittent Claudication 


RAY W. GIFFORD, JR., M.D. 
Section of Medicine, Mayo Clinic 

Rochester, Minnesota 

J. WILLIS HURST, M.D. 


Assistant Professor of Medicine, Emory University 
Atlanta, Georgia 


MISINTERPRETATION 


SITE OF ARTERIAL 
OBSTRUCTION 


AREA OF 
CLAUDICATION 
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‘ 
Common femoral : Neuvritis 
artery or higher a 3 tumbar dish ‘ 
Popliteal artery Fallen 
or higher arches 
Branches of popliteal Foot strain 
artery or higher \ Tight shoes 
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Nitrogen Dioxide Pneumonia: 


Inhalation of the oxides of nitrogen produces a clinical spectrun 
ranging up to fulminating fatal bronchopneumonia. 

Nitrogen dioxide pneumonia in farmers who fill silos— 
“*silo-filler’s disease’’—is the same illness that occurs 

in industrial and chemical installations, and following fires 
where nitrate compounds (plastics) have burned. 

Illnesses in cattle, toxic smog and exploding silos are related 

to this gas. Therapy is supportive. The characteristic latent period 
between inhalation and the onset of symptoms may provide time 
for several effective prophylactic and therapeutic measures. 


A Recently Discovered Malady in Silo-Fillers 


R.R. GRAYSON, M.D. 


Perryville, Missouri 


THERE IS A FORM OF PNEUMONIA that until recently had 
no name and that was practically unknown. I reported 
the first two recognized cases of this disease. These 
occurred August 27, 1954. I have chosen to call this 
condition “nitrogen dioxide pneumonia.” In the first 
place, this term describes the pathology and the 
etiology of the condition. Second, nitrogen dioxide 
pneumonia is not confined to people who fill silos, but 
has afflicted others in many occupations and places and 
no doubt is a factor in other obscure respiratory ill- 
nesses. A review of nitrogen dioxide poisoning in 1941 
refers to at least 175 documented fatalities due to 
inhalation of this gas. None of these was in silo-fillers. 


Synonyms 


The term, “‘silo-filler’s disease,” has been used fre- 
quently since it was first reported in 1956. This term 
was coined by Delaney, Schmidt and Stroebel of the 
Mayo Clinic to describe two cases of severe pneumonitis 
in farmers who had worked inside silos with corn 
silage. Four other cases of nitrogen dioxide pneumonia 
occurred in 1955. These were described by Lowry and 


Schuman at the University of Minnesota, who also 
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used the term “‘silo-filler’s disease.” In addition to these 
eight cases of nitrogen dioxide pneumonia in silo 
workers, one other case has been reported by Eckhardt. 
This was a patient who had been exposed to the fumes 
of nitrogen dioxide in an enclosed silo chute. Thus, a 
total of nine cases in humans has been recognized 
(Table 1). (Two more cases, making a total of 11, 
have been reported since this table was prepared.) 

The name “silage gas poisoning”’ has been used fre- 
quently in the past to describe deaths in silos. This 
term is nonspecific. It has denoted asphyxiation caused 
by depletion of oxygen in the atmosphere above silage 
as well as death due to the inhalation of excessive con- 
centrations of carbon dioxide produced by the fermen- 
tation of silage. For these reasons, the term “‘silage gas 
poisoning” is not acceptable unless qualified further as 
to the specific etiologic agent. 

Another syndrome called ‘‘farmer’s lung” is known 
in a chronic stage associated with pulmonary fibrosis. 
It has been suggested that there might be some relation- 
ship between mild episodes of nitrogen dioxide pneu- 
monia and this condition. Farmer’s lung is also de- 
scribed as causing sudden death in ill-ventilated barns. 
Some of the cases that have been known as farmer’s 
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jung may actually have been due to nitrogen dioxide 
pneumonia. The syndrome of acute “‘farmer’s lung” is 
still not fully understood. It may be due to an acute 
fungous infection of the lungs, or a virus pneumonia. 
The theory has also been forwarded that the condition 
is a nonspecific interstitial lung reaction to some ma- 
terial in the fungus-laden dust rather than a true fun- 
gous infection of the lungs. 

Dickie (University of Wisconsin) has submitted 
evidence concerning. farmer’s lung, however, which 
would indicate that the oxides of nitrogen are not 
responsible for this particular syndrome. She has 
reviewed the literature on this condition and has 
information on 32 cases. She states that a peculiar, 


noncaseating granulomatous reaction has been found 
in patients on whom lung biopsies have been done. 
The exposure is frequently to dry, moldy material 
in barns and silos. The substance is not irritating 
at the time it is inhaled. Other individuals working 
in the same environment are not affected. Usually, 
minor exposure to the offending dust subsequently 
reproduces the entire picture. 

The usual story is exposure to the moldy grain, 
hay or silage without noticeable difficulty. Several 
hours later, chills, fever, malaise, headache and tight- 
ness in the chest are evident. Severity of the symptoms 
varies widely, but some of the patients have been 
seriously ill because of respiratory failure. 


«i 
Author Exposure Date Steroids Type of Autopsyor Clinical Picture Result 
oy Hospitalized Silage Biopsy and Age 
ae Grayson 8 min. 8/27/54 Yes Corn Autopsy Fulminating _ pul- Died 29 hours af- 
2 8/27/54 monary edema (66) ter exposure 
Grayson 2-3 min. 8/27/54 No Corn Neither Acute broncho- Well after 2 weeks 
8/27/54 pneumonia (31) 
; Delaney 10/23- 10/31/55 No Corn Autopsy Pulmonary edema Died 5 days after 
a et al. 28/55 (43) exposure 
‘ Delaney 4 hours 9/26/55 No Corn Neither Subacute broncho- Spontaneous re- 
et al. 8/20,'55 pneumonia with covery by 12th 
probable bronchi- hospital day 
olitis fibrosa ob- 
literans (59) 
Lowry & Several 9/24/55 ' No Corn Autopsy Subacute broncho- Died 1 month after 
Schuman minutes pneumonia with exposure 
9/1/55 bronchiolitis fibro- 
sa obliterans (28) 
Lowry & 9/1/55 9/26/55 No Corn Autopsy Subacute broncho- Died 28 days after 
Schuman pneumonia with exposure 
bronchiolitis fibro- 
sa obliterans (31) 
Lowry & Several 9/27/55 Yes Corn Neither Subacute broncho- Dramatic response 
Schuman minutes pneumonia with to steroids in 12 
9/4/55 bronchiolitis fibro- hours. Recovered. 
sa obliterans (48) 
Lowry & Several 10/20/55 Yes Corn Neither Subacute broncho- Good response to 
Schuman minutes pneumonia with steroids. Recov- 
9/24/55 bronchiolitis fibro- ered. 
sa obliterans (45) 
Eckhardt Several 9/4/56 No Alfalfa Biopsy Subacute broncho- Spontaneous re- 
minutes hay pneumonia with covery. 
8/10/56 bronchiolitis fibro- 
sa obliterans (26) 


Table 1. Summary of known cases of Nitrogen Dioxide Pneumonia in Silo-Workers. 
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These patients are usually unable to return to con- 
tact with the moldy material and some of them are 
forced to leave the farm because of repeated bouts of 
fever and dyspnea and, finally, a respiratory handicap. 

The term “‘thresher’s lung” also has been used in 
connection with an acute respiratory illness in people 
who are threshing hay or wheat. This is apparently 
the same disease as “‘farmer’s lung.” 

Inasmuch as there are at least four names associated 
with this condition (silo-filler’s disease, farmer’s lung, 
thresher’s lung and silage gas poisoning), I recommend 
the term, nitrogen dioxide pneumonia. This will apply 
equally well when the disease occurs in nonagricultural 
workers. 


Nitrogen Dioxide Pneumonia of Nonagricultural 
Origin 


One of the most dramatic episodes of nitrogen 
dioxide pneumonia that has occurred was in the Cleve- 
land Clinic disaster of 1929. In this fire, roentgen-ray 
films burned and produced a dense, brownish gas that 
was considered to be noxious and responsible for many 
deaths. This gas was found to be nitrogen dioxide. 

Delaney points out that a similar picture was ob- 
served in London during World War II, perhaps due 
to gases liberated from the explosion of trinitrotoluene. 
He also voices the suspicion that some of the casualties 
of the Cocoanut Grove disaster in Boston were due to 
nitrogen dioxide liberated when the plastic (nitro- 
cellulose) upholstery was burned. 

No doubt, fires occur at other places every year where 
nitrocellulose compounds are burned and nitrogen 
dioxide gas is produced. Some respiratory illnesses and 
deaths foliowing accidental fires might be due wholly 
or in part to nitrogen dioxide inhalation. A serious 
attempt should be made to find cases of this nature. 
This will be particularly important if recommendations 
for prophylaxis of nitrogen dioxide pneumonia during 
the latent interval prove to be successful. 

The disease produced by inhaling the gases from 
high nitrate ensilage is in every way identical to the 
disease described in industrial toxicology produced by 
the fumes of nitric acid and from other sources of 
nitrate such as gunpowder and other explosives. The 
disease has been described in people who have been 
exposed to the fumes of nitric acid which has spilled. 

Nitrogen dioxide also has been described as a health 
hazard in the following occupations: (1) manufacture 
of nitric acid; (2) nitration of cellulose and other 
organic materials, as in the manufacture of explosives, 
dyes, lacquers and certain types of film and celluloid; 
(3) bleaching of cotton and of raw silk; (4) etching with 
aqua regia; (5) pickling of metal; (6) cleaning of tanks 
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and towers; (7) decomposition of artificial fertilizc;: 
(8) manufacture of sulfuric acid; (9) welding with on 
acetylene torch in enclosures, such as tanks and boile:s, 
and (10) electric arc welding. 


SMoG 


One other very important place where we should 
look for the possibility of nitrogen dioxide pneumonia 
is in smog. In most of the literature on smog, researchers 
have incriminated sulfur dioxide. The reason for this is 
a good one. Sulfur dioxide is one of the more active 
irritant gases. Irritation begins at about the level of ten 
parts per million. Above 500 parts per million, even 
short exposures are dangerous. When it reaches mucous 
membranes, the moisture present there combines with 
the sulfur dioxide, suggesting that the ultimate action 
is that of sulfur acids. At concentrations lower than 
500 parts per million, inflammation of all mucous 
membranes promptly occurs, with violent coughing 
and sneezing, pharyngitis, laryngitis, bronchitis or 
pneumonitis, with or without pulmonary edema. Bron- 
chopneumonia may arise. However, in the smogs that 
have been investigated to date, a concentration of sul- 
fur dioxide in the atmosphere has not been found that 
has been strong enough to produce any: disease. The 
concentrations that have been discovered at Donora, in 
London, and in Los Angeles have not been more than 
enough to be annoying. 

Some studies on air pollution, moreover, have shown 
that there is a significant amount of the oxides of nitro- 
gen present in some urban atmospheres. Connolly and 
Nobe found that a total of 463 tons per day of nitrogen 
oxides were emitted to the Los Angeles atmosphere. 
Recently it was found necessary to fix the maximum 
allowable concentration of NOg in air to 5 P.P.M. 
If future studies prove the hypothesis that nitrogen 
dioxide respiratory illness is indeed a factor in the 
morbidity and mortality accompanying toxic fogs, you 
can well see that the importance of nitrogen dioxide 
pneumonia may be far greater than the sum total of 
11 cases of silo-filler’s disease would signify. 


Etiology in Silo-Fillers 


The presence of a low concentration of nitrates in 
growing plants such as corn is a normal finding. How- 
ever, when temperature and moisture conditions inter- 
fere with the normal metabolism of nitrates into amino 
acid and protein nitrogen, then there is an accumula- 
tion of toxic amounts of nitrates in the corn plant. 
Some of the factors that increase the amount of 
nitrates found in plants are as follows: 

1. High nitrate soils. 
2. Drought, particularly when plants are immature. 
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Figure 1. The formation of nitrogen oxides in silage. 


3. Ultraviolet radiation and increasing light in- 
tensities or length of photoperiod. 

The cereal grasses, such as oats, wheat, barley, corn, 
sorghums of all types and many pasture grasses readily 
concentrate nitrate under drought conditions. Numer- 
ous weeds also concentrate nitrates under drought con- 
ditions, or naturally carry a high nitrate content. Many 
important forage crops, besides the small grains, corn 
and sorghums, may also concentrate high levels of 
nitrate under adverse growing conditions such as ex- 
isted in Missouri during 1954 and 1955. These forage 
crops include corn, alfalfa hay, sorgo silage, sweet 
potato vines and pigweed. 

Drought may not always be necessary for the produc- 
tion of toxic forage, according to Case (Department 
of Veterinary Medicine, University of Missouri). He 
reported several “fuming silos” in Missouri in 1957, 
in areas with adequate rainfall, good corn crops and 
apparent over-application of nitrogen to the soil. 


Nrrrares WATER 


The same nitrates that get into the corn stalks and 
cause nitrogen dioxide pneumonia after fermentation 
also cause another disease in humans that we should 
temeniber. Many ponds and some of the shallow wells 
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on farms have had enough nitrite and nitrate con- 
tamination to impair the health of both man and ani- 
mals. This contamination comes from the use of organic 
or commercial fertilizer in fields near the wells. There 
have been numerous reports of methemoglobinemia in 
infants where their formula was prepared with water 
from wells with a high nitrate content. 


EXPLOSION OF SILOS 


Another consequence of high nitrates in silage, 
which I would like to mention only incidentally, is the 
explosion of silos. Several silos in Missouri have ex- 
ploded in recent years, and it is possible that highly 
nitrated cellulose products were partly responsible. 


Nitrate Disease in Cattle 


Another consequence of high nitrate concentra- 
tions in forage and silage that might be mentioned in 
passing is forage poisoning in cattle. Overwhelming 
anoxia occurs that is due to severe methemoglobinemia. 
This results from conversion of the nitrate to nitrite 
and its absorption from the digestive tract of the cattle. 

Nitrate forage poisoning in farm animals also pro- 
duces nitrosohemoglobinemia in some cases. Nitro- 
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STEP t: 2KNO, + O, 
" (potassium fermentation (potassium 
nitrate) nitrite) 
fermentation 
(carbohydrate) enzymes (lactic acid) 
$TEP Lit: KNO, + CH;CHOHCOOK CH,;CHOHCOOK + HNO, 
(potassium (nitrous 
lactate) acid) 
temperature (nitragen trioxide 
—brown gas) 
{nitric (nitrogen dioxide 
oxide) —red gas) 
(nitrogen tetroxide | 
—yellow gas) 


sohemoglobin closely resembles the carbon monoxide 
hemoglobin in its absorption and reflection charac- 
teristics. Thus, blood from animals with this type of 
nitrate poisoning is bright red instead of dark. 

Subclinical nitrate intoxication has been recognized 
in cattle, sheep and swine, produced by sublethal 
amounts of nitrate ingested over a long period of time. 
The outstanding lesion seen in this disease is degenera- 
tion and reactivity of the vascular tissues in the brain, 
heart, lungs, liver, kidneys and testes. 

Cattle at times may suffer from nitrogen dioxide 
pneumonia. This is a delayed illness of one to two 
days in which pulmonary edema occurs. This second 
type of nitrate forage poisoning is probably caused by 
fermentation in the cattle’s stomachs with subsequent 
regurgitation and then inhalation of nitrogen dioxide. 

There has been confirmation of the existence of ni- 
trogen dioxide pneumonia in cattle. In 1957, Seaton 
(Iowa Veterinary Diagnostic Laboratory) published his 
paper, “Pulmonary adenomatosis in cattle produced by 
nitrogen dioxide poisoning.” This disease has been 
observed in Iowa cattle for four years, and is charac- 
terized clinically by tachypnea, dyspnea, expiratory 
grunting and an excessive discharge of thick mucus 
from the nostrils. This bovine disease has been repro- 
duced experimentally by the exposure of animals to the 
oxides of nitrogen. Autopsy studies confirm the identity 
of the naturally occurring disease and the experimental 
one. 

Since legumes, such as alfalfa, and the forage crops, 
such as corn and sorghums, readily concentrate high 
levels of nitrate, it is important to consider the amount 
of nitrate that may be present in both the hay and the 
silage. These are the main ration fed to animals. Ac- 
cording to Case, any amount of nitrate over 0.5 per 
cent in the total ration is a potential cause of toxicity 
in cattle. Even with additional carbohydrate and 
vitamin A, any amount over 1.5 per cent of nitrate in 
the total ration is dangerous. 

Look for nitrate food poisoning in humans. Inasmuch 
as cattle can get fatal methemoglobinemia and nitro- 
sohemoglobinemia by eating cereal grasses, it is pos- 
sible that people may also at times get into the same 
trouble after eating grain. J would suggest that we look 
for nitrite methemoglobinemia in mild forms among our 
patients. 


Chemistry of Nitrogen Dioxide Pneumonia 


Potassium nitrate is changed by anaerobic fermenta- 
tion into potassium nitrite and oxygen. The nitrite 
combines with organic acids, such as lactic acid, in the 
ensilage to form nitrous acid, HNO: (Figure 1). As the 
temperature of the ensilage rises with fermentation, 
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Figure 2. Section of the lung from Case 1 (Taste 1) showing 
edema and bronchopneumonia. 


the nitrous acid decomposes into water and a mixture 
of nitrogen oxides which include nitric oxide (NO), 
nitrogen dioxide (NO), nitrogen trioxide (N2Os), ni- 
trogen tetroxide and nitrogen pentoxide 
(N2Os). 

When the yellowish gases rise and then form a 
layer above this toxic silage, we have what is pic- 
turesquely described by the agricultural scientists as 
“fuming silo.” This phrase serves to emphasize the 
danger when we think of silos. 

Nitrous oxide (NO) is the sixth oxide of nitrogen and 
apparently is of no importance in poisoning by silage 
gas or other fumes. There is no information extant that 
would indicate that N2O is present in silage gas, in 
fumes of nitric acid, in smog or in burning nitro- 
cellulose compounds. Nitrous oxide or nitrogen mon- 
oxide is a colorless gas, having a slight characteristic 
odor. It is not inflammable but it supports the com- 
bustion of many substances almost as well as oxygen. 
It has no irritating action and is used extensively as an 
anesthetic. 

Nitric oxide (NO) is a very stable, colorless, slightly 
soluble gas, and is a reducing agent. At ordinary tem- 
peratures, NO reacts with oxygen or air to form brown 
nitrogen dioxide (NOz2). 
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Figure 3. Roentgenogram of the chest of Case 2 (Taste 2) showing 
bilateral diffuse, patchy and confluent infiltrations throughout 
the middle two-thirds of the lung fields. 


Nitrogen dioxide (NOx) is a red gas, readily poly- 
merizes, is water soluble and has an offensive odor. 

Nitrogen trioxide (NgO3) is a brown gas that dissoci- 
ates very rapidly into NO and NO». 

Nitrogen tetroxide (N2O4) is a yellow gas that de- 
composes to nitrogen dioxide (NOg), is water soluble, 
and is an oxidizing agent. 

Nitrogen pentoxide (N2O5), along with nitrogen tri- 
oxide, decomposes at ordinary temperatures. On con- 
tact with air, it reacts in such a way that the principal 
product is a mixture of NO» and NoO4. 

The five oxides of nitrogen, in the conditions of 
moisture, warmth and oxygen supply of the human 
lung, all first become a mixture of NOzg and NoQ,. This 
is the reason for the term “nitrogen dioxide pneu- 
monia.”” Nitrogen dioxide (NO») and its dimer, nitro- 
gen tetroxide (NOx), are the oxides responsible for the 
toxicity of the oxides of nitrogen. At room temperature 
this is an orange gas, which becomes reddish brown as 
the temperature rises. This gas is responsible for the 
yellowish brown color usually associated with the 
oxides of nitrogen in the air. 

The American Industrial Hygiene Association has 
recently announced the following pertinent facts about 
nitrogen dioxide: odor—pungent, sweetish: thres- 
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hold of detection—about 5 p.p.m.; visual threshold— 
75-150 p.p.m.; relative vapor density—1.59 (air=1) 
at 25 degrees C. and 760 mm. Hg. 

When nitrogen dioxide is inhaled it is at once 
changed to the molecular form that corresponds to the 
body temperature. At 40° C., therefore, approximately 
30 per cent of the dioxide is in the form of NOz and 70 
per cent in the form of NgO4. NoO, reacts with water 
in the respiratory tract to produce nitric and nitrous 
acids. The NOz reacts with water and oxygen from the 
air to produce nitric acid and nitric oxide. These acids 
react with the alkali salts in the tissues of the respira- 
tory tract forming nitrates and nitrites that have a 
caustic action. The nitrates have no effect when ab- 
sorbed, but the nitrites exert a systemic action. 

It has been thought that methemoglobinemia might 
occur from the inhalation of the oxides of nitrogen. 
It would seem illogical, however, to think that this 
methemoglobinemia could be severe enough to cause 
asphyxia by virtue of the lack of oxyhemoglobin. 
Furthermore, animal studies have demonstrated that 
all methemoglobin disappears within one to two hours 
after exposure to NOs». I think that we should mention 
methemoglobinemia only to keep in mind that nitrites 
can produce this condition but not to suggest that 
nitrite methemoglobinemia is responsible for the dis- 
ability produced by the inhalation of mtrogen dioxide 
gas. 


Human Pathology 


The pathologic pictures that are seen with this dis- 
ease are as follows: 

1. Acute pulmonary edema (fulminating pneumonia). 

2. Bronchopneumonia. 

3. Bronchiolitis fibrosa obliterans. 

4. Bronchitis. 

5. Pulmonary fibrosis (not proven). 

6. Asthma. There is some evidence that bronchial 
asthma may be caused in some workers in the chemical 
industry by the nitrous gases. The clinical picture does 
not differ from nonindustrial asthma. 


In the first case of nitrogen dioxide pneumonia that 
was described by me the disease was fatal 29 hours fol- 
lowing exposure to silage gas. An autopsy was done and 
the lungs were found to be heavy and full of frothy, 
white fluid. They were completely consolidated in all 
lobes. Microscopic examination of the lungs presented 
a moderate amount of alveolar edema and a very obvi- 
ous bronchopneumonia (Figure 2). This was an exam- 
ple of the fulminating type of the disease, resulting 
in intractable, severe pulmonary edema. 

The second case that I described was the type I 


95 


— : 
: 
‘ 
>» 
| 
| | 


classify as bronchopneumonia. This patient survived 
and, therefore, we have no concrete evidence as to 
the actual pathology. But we do have a chest x-ray. 
This film reveals diffuse, patchy and confluent infil- 
tration throughout the middle two-thirds of both 
lung fields (Figure 3). 

In the two cases reported at the Mayo Clinic, the 
first was also one of pulmonary edema with death, and 
in the second, the patient suffered from extensive bron- 
chopneumonia. The second patient recovered. 

In two cases autopsied by Lowry and Schuman, it 
was proven that bronchiolitis fibrosa obliterans had 
occurred as a late complication of acute bronchopneu- 
monia. Bronchiolitis fibrosa obliterans is rare but the 
pathologic features are distinctive. The lungs contain 
innumerable uniformly distributed lesions that are 
grossly visible and palpable as firm, discrete nodules 
of miliary size. Microscopically, each nodule consists 
of a small bronchus or bronchiole filled with a rather 
cellular, fibrinous exudate; organization of this adher- 
ent plug of fibrin by ingrowth of fibroblasts from the 
bronchiole walls tends eventually to occlude the lumen. 

Bronchiolitis obliterans can be caused by inhalation 
of an irritant gas or can occur as a complication of 
certain infections of the lungs and bronchi. Other 
gases that are capable of producing this disease include 
phosgene, chlorine, chlorpicrin, ammonia, hydrogen 
chloride, cyanogen chloride and probably sulfur 
dioxide. 

Three weeks after the patient described by Eck- 
hardt was exposed to nitrogen dioxide gas in a silo, 
his chest x-ray showed an immense number of opaque 
nodules spread over both lung fields. The findings were 
those of a miliary infiltrate in both lungs. This patient 
became critically ill but recovered. Two months after 
the onset of his illness, lung biopsy revealed typical 
bronchiolitis fibrosa obliterans. 

Seven months after exposure, this patient had a 
second biopsy done, which showed a very marked 
improvement. At this time, there was a mild degree 
of focal interstitial fibrosis, nonspecific in type. There 
was moderate distortion of the bronchioles, but there 
was no obliteration of the bronchioles. The bronchial 
epithelium was mildly hyperplastic, with some distor- 
tion of the lumen by some mucosal fibrosis. The changes 
were those of healing, rather than those of active 
proliferation. This patient did not receive steroid 
therapy. 


PATHOLOGY IN ANIMALS 


It will be instructive to all students of this disease 
to review the changes found in the lungs of animals 
which have been deliberately exposed to nitrogen diox- 
ide. Post-mortem examination of mice and guinea pigs 
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(Seaton, 1957) disclosed “tremendously enlarg.d, 
firm, cyanotic and edematous lungs as well as gen¢ ral 
passive hyperemia of the viscera. Histologic exami 1a- 
tion of the lungs . . . revealed hyperemia, edema ind 
pronounced hyperplasia, as well as hypertrophy of 
the alveolar and bronchial epithelium.” These aninials 
had died 72 hours after exposure to the oxides of 
nitrogen for two minutes in a bell jar. 

In one cow that was exposed to the same gas, death 
occurred in 94 hours. Both lungs were uniformly in- 
volved with the typical gross lesions that occur in 
pulmonary adenomatosis. Both lungs were greatly en- 
larged and edematous. The bronchi contained a small 
amount of pink foam. Extensive alveolar and pulmo- 
nary emphysema was to be observed. Large bullae were 
present in the interlobular septa. The consolidation 
and the vascular changes associated with pneumonia 
were not present. Histologic examination of the lungs 
disclosed the typical lesions of pulmonary adenoma- 
tosis. The histologic alterations usually associated with 
either bacterial or viral pneumonia were absent. 


Clinical Picture 
Tue Latent INTERVAL 


In all the literature on nitrogen dioxide, a symptom- 
free interval following exposure is stressed. This latent 
period is important to remember, inasmuch as seri- 
ously affected individuals may be allowed to work or 
to travel away from medical aid before the acute 
disease develops. The latent interval has been con- 
firmed experimentally. in animals. 

All the known cases of nitrogen dioxide pneumonia 
have occurred after a latent interval that may vary from 
hours to days. If the inhalation of the oxides of nitro- 
gen produces nitric and nitrous acids, then why does 
it take so long for disability to develop? The cilia of the 
bronchial mucosa are not waving in the air. They are 
waving in a sea of mucus. This mucus, then, must be a 
barrier which accounts for part of the latent interval 
in nitrogen dioxide pneumonia. The latent interval 
might also be caused by the duration of time it requires 
for the inflammatory response to develop once the 
acids reach the mucosal cells. 

This latent interval is very important. It provides 
time for therapy to prevent severe illness or death. 


REACTION 


The longer the exposure to nitrogen dioxide gases, 
the more intense the fumes, the more severe the pul- 
monary reaction will be. If the exposure has been very 
severe, the fulminating type of disease will result. If 
less severe, acute bronchopneumonia will occur, that, 
properly treated, will result in survival. 


GP Volume XVI, Number 5 


£ 
a 
ay 
. 
| 


In cases of moderate exposure, the patients develop 
mild chronic respiratory illnesses that become pro- 
gressive. These patients complain of a hacking, non- 
productive cough, frequent chilly sensations, fever and 
sore throat. Weeks later, the patient may report to 
his physician for care and it will be found by chest 
x-ray that numerous nodules are present in both lung 
fields. Of particular importance in diagnosis is a 
roentgen pattern simulating miliary tuberculosis. This 
condition may continue to progress and may be fatal. 
This is bronchiolitis fibrosa obliterans. 

There also occur cases of simple chemical bronchitis 
from exposure to smaller concentrations of nitrogen 
dioxide. These patients get well rapidly and apparently 
have no residual difficulties. It is conceivable that some 
of the patients in toxic fogs (smog) who develop acute 
bronchitis may be in this category. 

There is no direct evidence as yet that any cases of 
chronic pulmonary fibrosis result from nitrogen diox- 
ide. One might speculate that small repeated exposures 
may eventually result in a chronic pulmonary disease 
characterized clinically by the term “chronic pulmo- 
nary fibrosis.” Studies are under way to determine if 
this is true. 


Differential Diagnosis of Silage Gas Poisoning 


In normally wet years, poisoning by oxides of 
nitrogen is less apt to occur. If any silage gas poisoning 
cases do occur during wet years, then their cause can 
be usually ascribed to carbon dioxide poisoning or to 
asphyxia from oxygen depletion. 

Every year casualties are reported and occasionally 
death results from asphyxiation of workers by carbon 
dioxide gas arising from fermentation in silos. Numer- 
ous studies on ensilage have shown that green fodder, 
on being placed in the silo, immediately begins to 
undergo changes opposite to normal plant metabo- 
lism. The oxygen of the air is consumed and carbon 
dioxide gas liberated. Because of the high specific 
gravity of carbon dioxide, it tends to remain at the 
surface of the ensilage and for a few feet above. Rec- 
ords show that most of the silo accidents occur in the 
morning, apparently after fermentation has taken place 
during the night or over Sunday. Carbon dioxide may 
exist in quantities of up to 75 per cent. 

All patients with respiratory disease should be ques- 
tioned concerning their activities on farms (and in in- 
dustry) during the previous weeks. If there has been any 
history of work in or around silos, in drought areas, 
it may be suspected that nitrogen dioxide inhalation 
has occurred. Remember that nitrogen dioxide is heavier 
than wir and is colored brown, red and orange. Remember 
also ‘hat in low concentrations, NO» may be invisible 
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but still very toxic. The patient will give a history of 
inhaling a very irritating gas. The prodromal symp- 
toms are headache, sensation of fullness in the head, 
a sense of tightness in the chest and a slight cough. 
My second patient stated only that he “could not 
take a deep breath.” 

Following this, there may be dyspnea, tachypnea, 
cyanosis, vomiting, vertigo and sometimes uncon- 
sciousness. The patients who are most severely af- 
fected will arrive in extremus due to acute pulmonary 
edema. The clinical picture of pulmonary edema in 
this disease is no different from pulmonary edema in 
other cardiac or pulmonary conditions. 

*Farmer’s lung,” due to inhalation of moldy hay 
dust, is probably a separate entity, and is to be dis- 
tinguished from nitrogen dioxide pneumonia. 


Toxicologic Studies 


For definite proof of the diagnosis, the silage gas 
itself, and the silage can be examined chemically. This 
was done in the first two cases. Gas was collected from 
the silo in which the two individuals had been poi- 
soned. Chemical analysis (performed at the University 
of Missouri) indicated that this gas contained the 
oxides of nitrogen. Also, some of the corn from the 
same silo was brought to the laboratory and placed in 
a miniature silo for fermentation. The gas produced 
in this experimental silo was collected and chemically 
analyzed. This also showed large amounts of the mixed 
oxides of nitrogen. 

It was proved that the gas which came from the corn 
ensilage was toxic. First of all, it was noticed that 
around the silo in which the individuals had been 
stricken, a great number and variety of insects had been 
killed. In addition, the vegetation was killed below the 
silo drain where the heavy gas would flow. 


Treatment 


Therapy that has been used so far in the reported 
cases is as follows: 

1. Antibiotics to prevent secondary infection and to 
treat secondary bacterial bronchitis and pneumonia. 

2. Oxygen. Pressure oxygen in some cases may be 
of value. 

3. Bronchodilators. 

"4. Digitalis. | used digitalization in my patient as a 
last resort, when he was dying of his pulmonary edema. 
It seemed to produce temporary relief; but inasmuch 
as the circulatory failure was secondary to his respira- 
tory illness, the therapy was unsuccessful. 

5. Steroids. Two of the cases reported by Lowry and 
Schuman received steroids and a dramatic improve- 
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ment ensued. These patients recovered. However, 
three other survivors of this disease were not treated 
with steroids and at the time of this writing are alive 
and well (Table 1). 

The decision to use steroids should always be made 
on an individual basis until further studies have been 
completed. It is, of course, possible that cortisone and 
ACTH may produce a more rapid recovery because 
of their anti-inflammatory properties. It is also prob- 
able, in patients with bronchiolitis fibrosa obliterans, 
that their recovery will be considerably hastened and 
in some cases, death may even be prevented. 

6. Detergent aerosols. The detergent aerosols would 
probably be of value during episodes of pulmonary 
edema and dyspnea. 

7. Other Measures. Expectorants should not be 
used. Atropine does not diminish edema or improve 
breathirtg ; furthermore, its acceleratory action on the 
heart is certainly undesirable. The administration of 
parenteral fluids, such as saline, plasma or blood is 
contraindicated. Surgery, except emergency measures 
to save life, is contraindicated in the active stage of 
edema. If anesthesia is required, local infiltration or 
nerve block is the method of choice. Cardiac and 
respiratory stimulants, such «as epinephrine, benze- 
drine, Coramine and Metrazol do more harm than 
good. Alcohol is contraindicated in all cases of this 
character. 

8. Venesection. Venesection is contraindicated. 

9. Sedation. Sedation should be used sparingly. 
Codeine in doses of 32 to 64 mg. is quite effective 
against cough. If oxygen fails to quiet the patient 
satisfactorily, morphine may be used subcutaneously 
in a dose of 10 to 15 mg. 


Preventive Measures 


Safety programs are being initiated by agricultural 
departments to educate farmers about the potential 
danger of fermenting silage. They have recommended 
that no one be allowed to enter a silo for any purpose, 
from the time filling begins until one week to ten days 
after it is finished. Good ventilation should be provided 
about the base of the silo during this period so that 
toxic gases, if they develop, will be carried away. 
Blower fans in silos should be turned on before en- 
tering. 

Fencing (or other effective means) has been stressed 
to prevent children and animals from straying into any 
spaces adjoining a silo during this dangerous period 
of gas formation. 

A simple testing device that will warn workers of 
the presence of nitrogen dioxide in the atmosphere is 


being developed. 
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Chemical Prophylaxis 


Before ending this discussion, I would like to jre- 
sent an idea that might be of some value in preventing 
this disease. 

We know that nitrogen dioxide pneumonia is caused 
by acids entering the respiratory tract. These acids 
are nitrous and nitric acids. We think that the latent 
interval is due in part to the mucous barrier between 
the atmospheric air and the bronchial mucosa. It would 
seem logical then that the simple application of a neu- 
tralizing agent, such as sodium bicarbonate, to the mucosa 
of the respiratory tract during the latent interval would 
be an effective method of preventing tissue destruction. 
This could be accomplished best by aerosol. A prep- 
aration is available that not only includes a physiologic 
amount of sodium bicarbonate but also includes a 
safe detergent that permits the solution to penetrate 
all parts of the bronchial tree. This aerosol (Alevaire), 
if administered in time to patients known to have 
been exposed to the fumes of nitric acid or other ni- 
trate compounds, or to silage gas containing nitrogen 
dioxide, should prevent or minimize the pathologic 
effects. 

It has been suggested that local injury to the 
lung surface could result in an inflammatory process 
having histamine release and thus fluid exudation as 
one of its consequences. A rational therapy, if this 
is true, is the administration of antihistamines by 
aerosol or systemically. Conceivably, in addition, 
the beneficial action of steroids could be predicted in 
this instance. 


Future Studies 


Many ramifications of this disease remain for re- 
searchers to probe more fully. Attention should be 
directed toward the following questions: 

1. What causes the latent interval? 

2. Of what value will an alkaline aerosol be during 
the latent interval? 

3. Is nitrogen dioxide the poison gas in smog? 

4. Should steroid therapy be routine in all phases 
of this disease? 

5. If cereal grasses from drought areas cause me- 
themoglobinemia in cows, does this occur in humans 
who eat these same cereals? 

6. What are the time-dose relationships in the dif- 
ferent pathologic categories of this disease? 

7. Can chronic pulmonary fibrosis result from re- 
peated occult exposure to nitrogen dioxide in silos and 
in other occupations? 

8. Is nitrogen dioxide gas the true cause of “farmer's 
lung” and “‘thresher’s lung”? 
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9. What is the incidence of nitrogen dioxide pneu- 
monia in victims of smoke inhalation at accidental 
fires? 

10. Is nitrate methemoglobinemia a factor in nitro- 
gen dioxide pneumonia? 

11. Can high nitrate concentrations in crops be pre- 
vented during unpredicted droughts? Would -non- 
nitrated ammonium fertilizers prevent this disease? 

12. What is the true incidence of nitrogen dioxide 
pneumonia in silo-fillers? Is this a new disease or an 
old one? 

13. What is the concentration of NO» above “nor- 
mal” silage in wet years from nitrated fields? 

Finally, simple devices for detecting nitrogen diox- 
ide are needed for use by farmers, agricultural exten- 
sion agents, veterinarians, industrial safety directors, 
chemical laboratory directors, physicians and public 
health workers. 


Addendum 


Since this paper was prepared for publication, infor- 
mation has been received concerning two hitherto 
unreported cases of nitrogen dioxide pneumonia in 
silo-fillers. Both of these cases were seen by Dr. Helen 
A. Dickie and her colleagues at the University of 
Wisconsin. Both of these cases will be reported by 
them in the near future. Inasmuch as this brings the 
total number of cases known to only eleven, it is im- 
portant to include a brief summary of each in this 
review : 

Case 10: A 64-year-old farmer in Wisconsin entered 
his silo chute in October, 1955, and was almost over- 


come by a gas which caused severe coughing and 
dyspnea. After a latent interval of one week, he devel- 
oped chills, fever and cough. Chest x-rays revealed a 
diffuse interstitial and patchy pneumonitis which 
cleared after nonspecific therapy in three months. 
There was no biopsy done and steroid therapy was 
not used, 

The description of this case would suggest that the 
clinical picture here would fit in Category III as 
detailed in the review. The diagnosis, then, probably 
was “subacute bronchopneumonia with bronchioli- 
tis fibrosa obliterans.” It is also important to call at- 
tention to the long latent interval of one week in this 
particular case. 

Case 11: A 45-year-old farmer filled a silo with corn 
silage September 5, 1955, September 8, 1955, and 
again on September 15, 1955. On the last occasion, 
he worked in the silo for two hours. There were no 
acute symptoms, but after the last episode, he began to 
feel ill later in the day and several days later reported 
to his physician with chills, cough, fever and dyspnea. 
This patient was treated with steroids, in addition to 
other therapy, and was released from the hospital as 
clinically well after five weeks. No biopsies were done 
in this case. 

Upon reviewing this case and comparing it with the 
previous nine cases, I would conjecture that this also 
could be classified as subacute bronchopneumonia 
with bronchiolitis fibrosa obliterans due to the inhala- 
tion of the oxides of nitrogen. 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Total 
Cardiac Arrest 


Dr. F. Mason Sones, Jr. of the Cleveland Clinic disclosed to the AHA recently that total 
cardiac-arrest surgery had been carried out on 50 patients at the clinic since last February. 

Patients in the series ranged from three weeks to 54 years of age. Heart stoppage lasted from 
seven to 58 minutes, with the latter occurring during surgery on a 54-year-old man who suffered 
mitral valve insufficiency. 

For heart stoppage potassium citrate plus a pump oxygenator are used. Two cubic centi- 
meters of a 50 per cent solution of potassium citrate, diluted to 20 cc. with the patient’s 
own blood, is injected into the occluded aorta above the coronary arteries. 

Following the operation the surgical team “stands back” and permits the pump oxygena- 
tor to take over to perfuse the coronary arteries effectively. No electrical stimulation or out- 
side method is used. The pump oxygenator alone restores a normal beat, and can take from 
30 seconds to 10 minutes. 

The technique has been used to attempt closure of large interatrial defects, repair of inter- 
ventricular septal defects, excision of areas of muscle obstructing the right ventricular outflow 
tract, and correction of aortic stenosis and mitral insufficiency. It has been successful in about 
two-thirds of the cases attempted. The heart has been stopped, surgery accomplished, and the 
heart started again in all cases. 
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HOW TO EXPLAIN TO PATIENTS... 


About Treatment of High Blood Pressure 


WITH REFERENCE to your editorial in the April, 1957, 
issue of GP, I submit the following contributions to 
**How to Explain to Patients.” 

Although hypertension is widely discussed in news- 
papers and magazines, there are still some patients 
who are reluctant or careless about taking medication 
for their hypertension. I usually ask them whether 
they are familiar with the operation of a central heat- 
ing system for steam heat. Usually they are. I draw 
their attention to the little gadget attached to each 
heating unit, designed to let off excess steam, often 
with a more or less unpleasant whistle. I inquire 
whether they believe that safety valve to be a useful 
precaution. In general, they recognize that control of 
steam pressure is essential to prevent a pipe from 
blowing up. 

At this stage of the conversation, most patients 
already begin to understand what I am aiming at. 
To drive my point home, I explain that the smaller 
blood vessels are extremely delicate, their walls often 
visible only under the microscope, so that it is amaz- 
ing how they can withstand even normal blood pres- 
sure, not to mention one twice or three times as high. 
Then the patient is informed about the dangers of 
hemorrhage, comparable to the breaking of a pipe 
under undue steam pressure. (Of course, they realize 
that an internal bleeding cannot be handled as easily 
as a broken pipe of the central heating system.) 

Next I explain that the pressure system of the hu- 
man body lacks a safety valve. Consequently the only 
way to prevent trouble from high blood pressure is to 
keep the pressure down, just as the steam heating plant 
might be safely controlled by lowering the tempera- 
ture of the fire under the boiler, 

I have still to meet a patient for whom this explana- 
tion fails to do the trick, and who continues to be 

careless or recalcitrant about treatment for hyperten- 
sion. I cannot remember when or where I first 
thought of this comparison. Possibly it was used by 

' one of my teachers in medical school. Anyway, I do 

not claim it to be my original idea. 

—Orro WEt, M.D., 

Schenevus, N.Y. 
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Physicians can read and write, and so can most of their patients. 
On that basis, it is possible to devise a variety of forms 

and instruction sheets that make medical practice more effective 
for physician and patient alike. 

A brief study of the five illustrations on these pages 

should suggest to the reader modifications that will promote 

the best possible care of his patients. 


Literacy—TheF orgotten Factor in Modern Diagnosisand Therapy 


LEONARD CASSER, M.D. 


Cresskill, New Jersey 


WiTHIN THE Past 100 years there has been a greater 
advance in bacteriology, chemistry, radiology and the 
social and technical sciences than in all previous 
medical history—and each one has been fully utilized 
in diagnosis and therapy with the exception of one: 
the ability of the patient to read. Everyone who has ever 
used a paperclip has wondered why such a useful, 
obvious and simple device was not utilized before our 
generation; and yet the medical potentialities of the 
literacy of our generation has been even more trag- 
ically neglected. 

It is true that for some years now, a tiny ripple in 
the vast reservoir of available tools of this nature has 
been created by the check-off history sheets and sys- 
temic reviews routinely used by the military services, 
certain insurance companies, and a few large city 
teaching hospitals. But even these time-proven rou- 
tines do not appeal to the majority of physicians be- 
cause they do not realize that forms must be revised to 
fulfill the needs of their specific type of practice and 
that space must be left for them to add the results of 
their personal questioning as prompted by their study 
of the checked-off form (Figure 1). 

All of us at some time during our years in college or 
mecical school have had at least one professor who 
used to stand in front of the room reading “word-for- 


GP \ovember 1957 


word” from his lecture notes which could be bought 
in the local book store or at least borrowed from a 
member of an earlier class. We always considered this 
a waste of time that could be better spent in discussion 
and analysis led by the professor—but there always 
will be professors who continue to use methods avail- 
able to their predecessors before the age of the print- 
ing press and the mimeograph. Before we criticize our 
professorial time-wasters too strongly, let us examine 
our own habits. 

Whether we allow the patient a ten-minute appoint- 
ment or a two-hour appointment, any time spent per- 
sonally asking him general routine questions such as 
“previous treatment used for this condition” is wasted 
because it could just as accurately be written by the 
patient on a form (Figure 2) in the waiting room, thus 
leaving more time for the physician to analyze, ask pin- 
pointing questions, and do more thorough, unhurried 
examinations. ; 

There are many sources from which the alert physi- 
cian can build up his file of printed aids for diagnosis 
and therapy. Printing companies provide “ready- 
made” constantly revised diets on which they will in- 
expensively print your name and address. Pharmaceu- 
tical companies and organizations such as the Ameri- 
can Cancer Society will provide excellent brochures 
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SYSTEMIC REVIEW Date: 


Place an “X" next to each of the following, which you have experienced in the past six months. 


The chech-off form. 
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Case No.: 
GENERAL Yellowness 8. Ear discharge Bleeding 
Weight loss 9, Hearing loss Tonsillitis 
2. Weight gain Discoloration Ringing ears Bad tooth 
Chile Athlete's foot Cracks in Blurred vision 
Pain D7, Overly Redder tongue Eye itching 
9 Tenderness 18, Hives Swollen tongue Eye pus 
SKIN HEAD Bad breath More tearing 
Mere 2. Loss of smell Postnasal drip 
Nose Taste loss GLANDS & NODES 
Paleness 4 Nese bleed Sore throat 2. Saliva glands 
Eruptions Bar pain Trench mouth RESPIRATORY 
2. Cough GASTROINTESTINAL Diet change 
2. Swallowing 
Pain 2, Double vision 
2. of 5. Nausea 3. Sores fainting 
4 Fatigue 6, Urine changes 

Leg pain Cramps Bleeding vagina 
; 2, Varicose veins 13. Diarrhea BONES & JOINTS 

Pressure in 5. Blood 2, Swelling 

chest Appetite loss Injuries 
“= Cannot lie flat Appetite gain 4, Motion 
Figure | 
102 


Case No.: 


CONFIDENTIAL 


(Hf you desire the best possible medical care, the following information must be complete and accurate.) 


if you prefer not to fill in this form, check here:................. 


“Treatment used so far for this condition: 


Figure 2. A form for the patient. 


Figure 3. There are many sources of printed matter useful to patients. 


BREAST SELF-EXAMINATION 


1. 

Sit or stand in front of your mirror, with your arms 
relaxed at your sides, and examine your breasts care- 
fully for any changes in size and shape. Look for 
any puckering or dimpling of the skin, and for any 
discharge or change in the nipples. 


2. 
Raise both your arms over your head, and look for 
exactly the same things. See if there’s been any 
change since you last examined your breasts. 


(Figure 3) at no cost. There is also the unlimited 
source of special value to your practice: the product of 
your own ingenuity and special needs as prepared for 
you by your local printer. While these “tailor-made” 
forms are more expensive than those obtained from the 
other sources, they have a greater usefulness for you 
and your patients. 

If the only value of these literary aids were to make 
more time available, it would be worth the effort. When 
one of these printed forms does a better job than per- 
sonal questioning, the physician is obligated to use it. 
Into this latter category falls the take-home question- 
naire (Figure 4). If the doctor has ever asked himself 
on the spur of the moment what illnesses he had as a 
child, or whether any of his blood relatives had any 
serious illnesses, it is obvious that this could be an- 
swered more completely and more accurately in dis- 
cussions with relatives at home. This type of “take- 
home” form is of special value to the general practi- 
tioner because he is expected to have a tremendous 
quantity of information about the families he cares for, 
yet he must be more conservative than the specialist 
with both his time and fee. And these general back- 
ground questions cannot be reasonably asked when the 
patient comes in merely for a vaccination or for sutur- 
ing. A suggestion that makes these forms even easier 
to refer to is to have each printed on paper of different 
color so that the physician can go through a volumi- 


103 


Chief complaint (major symptom): ton 
Discuss in detail: “This illness days; ) weeks; ( months; years; ago.” 
The first thing 1 noticed was: 
“After that onset, my illness developed as follows: a 
(Over it more space is needed) 4 
| 
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PAST MEDICAL HISTORY 


Cause, name, or description; 


‘AMILY HISTORY 


Age 


3 
My 


Cause of death 


Brothers 


Mark any of the following diseases which have 
occurred in blood relatives (even distant) 


Hayfever 


Hives 


Arthritis 


Other 


Type of werk 


Amusements or hobbies 


Place of -birth 


Date of last menstrual period 


Amount sleep 


(Over) 
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yes 1, Operations: 

i YES 2. Other Hospitalizations: 

ves 

Ne A 

ves 5. Immunizations: 

4 

oe ret YES _7. Rash, swelling, etc. from medicine: 

No 

1, Age 22. Military service? 1. living 

ae ae 2. Sex 23. Foreign travel to the Father 

3. Amt. tobacco following countries: Mother 
Amt, ton and coffes Brothers 

6. Amt. drugs or medicines Age 

8. No. children 

9. No. miscarriages 

11. No. times married 

12. How leng married 

15. Widowed insanity 4 
16. Occupation Diabetes 

Epilepsy 

oa Figure 4. The take-home questionnaire. 

= 


if every effort ig made to carry out each ond every detoil of those instructions which are preceded by an ( x ), it 


will assure the syccess of therapy. Figure 5. 


ACTIVITY General 


Complete bed rest ) Gentle nonstrenvous exercise instructions. 
{ Bed rest with bathroem privileges Until temperature normal 
{ } Chair at home one day after that ( ) Strenvous exercise 
) Limited normal activity Complete rest of arm in sling 
) Frequent rest periods ( ) Exercise fingers 
{ ) Horizontal rest for minutes, times a day, ( ) May return to work (or school) 
every hours, for__ days. in (weeks) (months). 
DIET 
( ) liquid diet ( ) Eat lightly 
_( ) Avoid fats, oils and carbonation ( ) Feod as desired 
( ) Drink times usual fluid intake ( ) Salt foods well 
( ) Soft (bland) diet ( ) Avoid salt in cooking and at table 
( ) Regular diet ) Avoid 
) Special diet prescribed hours, days, __weeks 
a ( ) One salt tablet every 3 hours for 3 days 
{ ) Nothing by mouth for 4 hours, then nonmilk liquids such as tea for 4 hours, then baked apple and ripe 


banana and cream of wheat for 24 hours, then all food except milk (may begin milk after 4 days). 
V2 teaspoon salt to each quart of: sweetened tea or water containing 4 tablespoons of karo. 


~ 


PHYSIOTHERAPY 
) For minutes, every hours, for ____days. 
( ) lee packs (crushed ice in turkish towel or plastic bag) followed by 
( ) Hot soaks (wet turkish towel) ( ) Elevation of 
( ). Massage after each { ) Small pillow under 
{ ) Dry heat ( ) Wooden board between mattress and spring 
for inutes, every hours, for___ days. 
TEMPERATURE 


Take temperature (rectally, orally) every hours, for____ days. 

Do not wake patient merely to take temperature. 

Cover with one sheet, wear light pajamas, avoid draft (also one blanket). 
Aspirin (A.P.C.s, etc.) causes inaccurate temperature reading for 5 hours. 
Tepid alcohol sponge as often as necessary to keep temperature under 
Ice packs under arms and in groin only if all other measures unsuccessful. 


ASPIRIN 
( ) Give adult (or equivalent dose children’s) aspirin. 
) temperature above degrees. ( ) Repeat every_____ hours, if necessary. 


RETURN VISIT 

( ) If no improvement (not normal) in days. 

( ) Phone or come in immediately if any new symptoms or if present symptoms worse. 
( ) Follow-up appointment in days; phone that morning to confirm. 


SPECIAL PROCEDURES 
) For inutes, every hours, for___ days. 
Inhale steam (avoid skin burn) ( ) Vapori in room day and night. 
irrigate with warm salt solution (1 teaspoonful/ quart). 
Keep house temperature (thermostat) constan? day and night except summer. 
Keep windows closed at night and have storm windows except summer. 


( 
( 
( 
( 
f 


GENERAL 

(.) Phone__._____ if a follow-up visit is needed. ( ) Obtain (from pharmacy: directions on label): 
MEDICATION 
: Take medicine days (until all used up) even if feel normal long before. 


Medication should be started without delay. ( ) “Day and Night” means to wake from sleep. 
Left over medicines can :poil; throw away. 
When an expensive injection necessitates a higher fee, injection may make it unnecessary to purchase a prescripti 


—— 


( 

( 

; ( 


MISCELLANEOUS 

( ) The physician must be notified immediately if any change in his medication orders or general instructions 
is found necessary by the patient. 

 () Ltaberatory or other diagnostic studies may be necessary. 
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nous record and pick out just the information he needs 
at the moment. 

If literacy has not been utilized in diagnosis as much 
as it should be, its not being used in therapy amounts 
almost to malpractice. We all prescribe for our pa- 
tients psychology books to read for emotional re- 
education. We all use pamphlets to teach diabetic 
patients good food care, and pinworm patients the 
numerous home procedures that must accompany the 
medication. However, there is much more we can and 
must do if we are to avoid unnecessary therapeutic 
failures. We will see disease in earlier stages and there- 
by get a higher percentage of cures if we make avail- 
able to patients a “list of minimum health examination 
and disease prevention recommendations” for all ages 
from 0 to 100. 

Perhaps the most valuable printed therapeutic aid, 
especially on housecalls, is the ‘general instruction 
check-off sheet” (Figure 5). This contains a variety of 
nursing suggestions, including dietary limitations, 
day permitted to return to work, home physiotherapy, 


observation precautions and many other usefui in- 
structions that will help to shorten illness and to de- 
tect unsuspected complication. At first glance. it 
might seem too time-consuming to bother checkin: off 
the many appropriate spaces on each house call. but 
it soon becomes evident that in the long run it is time- 
saving when one considers how many questions a 
loquacious relative can think of, or how much time we 
spend on the telephone giving long-winded answers 
that could have been checked off in one-eightl: the 
time. Even more important is the fact that if you tell a 
patient to take an antibiotic until “all used up,” he is 
less likely to stop after only a few doses when he “feels 
better” if the instructions are printed. 

A brief study of the five figures on these pages should 
suggest to the reader modifications that will be of value 
to the best continuing care of his patients. None of us 
would try to practice modern medicine without the 
tools that radiology has provided in the past century; 
let none of us neglect to use the tools that literacy 
makes available. 


HOW TO EXPLAIN TO PATIENTS... 


About Obesity 


ANOTHER common situation presents itself with the 
obese patient. She usually bemoans her lot with 
utterances of “How little I eat,” and “If I could 
only eat everything like my sister Susie without 
gaining weight!” I have found it helpful at this point 
to relate the story of “Mama’s Bank Account.” 
You will recall the famous story of Mama. Actually 
Mama’s bank account increased in size when she 
deposited money and diminished in size when she 
withdrew money. In fact by depositing money regu- 
larly and leaving it to grow (inactivity), Mama’s 
bank account grew by leaps and bounds. Exception 
to this is the patient with manifest endocrine disease 
and the more serious disturbance of the “appestat”’ 
centers in the brain, 


Maurice S. SEGAL, M.D. 
Tufts University School of Medicine 
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Anemia As Seen in a Rural General Practice 


SEVERAL YEARS AGO, we became interested in the prob- 
lem of anemia in a rural general practice. A series of 
500 consecutive, unselected, new patients was studied 
with hemoglobin determinations, employing the oxy- 
hemoglobin method and a Leitz photoelectric colorim- 
eter. All determinations were performed by the same 
individual, and all patients in whom the hemoglobin 
determinations were considered to be subnormal were 
studied thoroughly. The results of that study were 
published in the Journal of the American Medical 
Association (July, 1955). 

That earlier report indicated an 18 per cent in- 
cidence of anemia for the group studied. Anemia 
occurred two to three times as frequently in the Negro 
as in the white patients. Poor diet, multiple preg- 
nancies, excessive blood loss (usually menstrual) and 
inhibition of hematopoiesis due to disease were the 
significant etiologic factors. Approximately two-thirds 
of the cases of anemia were of the hypochromic, 
microcytic (iron deficiency) variety, while the re- 
mainder were normochromic and normocytic (in- 
hibition of bone marrow). It was thought, as a result 
of that study, that anemia in the female was usually 
related to the child-bearing functions and to diet, while 
anemia in the male more often indicated a serious 
disturbance. 
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When hemoglobin determinations were made routinely 
in this rural Alabama community, they revealed 

a normal range (for men 12 to 17 Gm. per cent, 

for women 11 to 15 Gm. per cent) lower than that cited in most texts. 
Even applying these liberal standards, 

18 per cent of the patient population was anemic. 

Anemia was three times more common among Negro 

than white patients; and, of course, the incidence was higher in 
females. A classification of anemia useful for therapy is possible 
by means of simple laboratory tests. 


J. J. KIRSCHENFELD, M.D. AND H. H. TEW 
Fort Deposit, Alabama 


The present report consists of 1,000 consecutive 
hemoglobin determinations, including the 500 re- 
ported earlier. For more details of this study, the 
economic background of the patients, and the tech- 
niques used, reference is made to the earlier paper. 


Analysis of Results 


The 1,000 hemoglobin determinations were tabu- 
lated and analyzed. The incidence of anemia was 18 
per cent. The distribution of anemia by sex and race, 
aswell as the total incidence, corresponded very closely 
to the figures quoted in the original series (Table 1, 
Figures 1 and 2). 

Of the 18€ cases of anemia in this series, 32.1 per 
cent were diagnosed as normochromic and normocytic, 
and 65.5 per cent were hypochromic and microcytic 
(iron deficiency type). There were two cases of hyper- 
chromic macrocytic anemia (1.1 per cent) and one case 
of a normochromic, macrocytic type (0.6 per cent). 
Approximately one-half of the cases of anemia ap- 
peared to be mild, 30 per cent were moderately severe 
and 22 per cent were severe (Table 2). Most of the 
severe cases occurred in Negro females and were due to 
excessive blood loss or frequent pregnancies. 

Inadequate diet was the etiologic factor in approxi- 
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HEMOGLOBIN LEVELS AND INCIDENCE OF ANEMIA® 


OF ADULT PATIENT POPULATION, BY SEX AND RACE. 


Number of Mean + Standard Deviation With Anemia ; 

Classification Patients (Gm. Hemoglobin per 100 ml.) Number Percent 

White male 142 14.52 1.61 9 6.3 
Negro male 216 12.96 1.85 45 20.8 
White female 232 12.38 1.46 22 9.5 
5 Negro female 410 11.15+1.61 104 25.4 


Totals 1000 180 18.0 


“Criteria for anemia: hemoglobin level below 11 Gm. per 100 ml. for females and below 12 Gm. per 100 ml. for males. 


Table 1. 


8 


35 
30 
25 
20 


Per cent of somple 


7 9 VW 13 15 7 3 5 7 9 W 13 15 17 


Be ta.) Gm. of hemoglobin per 100 mi.  b. Gm. of hemoglobin per 100 ml. 


Figure 1. Percentages of frequency distributions of hemoglobin level determinations of (a) 232 white women and (b) 410 Negro women. 
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mately one-third of the patients with anemia. Preg- 
nancy was the next most frequent cause (22.2 per 
cent); excessive blood loss occurred in about 20 per 
cent; infection was the causative factor in about 10 
per cent. The remainder of the cases were distributed 
among the various diseases in Table 3. 

It is important to point out that in the female patient 
with microcytic hypochromic anemia (iron deficiency 
type), more than one etiologic factor may be involved ; 
the diet may be deficient but quite often there may also 
be unnoticed excessive menstrual blood loss. The iron 
loss would thus be greater than the intake. 


Sex AND Race DIsTRIBUTION 


The cases of anemia were further analyzed according 
to sex and race. The anemias appearing in the Negro 
female group were characterized by the following: 80 
per cent were hypochromic and 20 per cent were 
normochromic. Multiple pregnancies accounted for 
40 per cent; chronic blood loss, chiefly due to excessive 
menstruation, caused 20 per cent, while inadequate 
diet and disease were responsible for 25 per cent and 
15 per cent, respectively. The majority of the anemias 
in this group were of moderate or a severe degree; the 


severe ones were due to multiparity and excessive | 


menstrual bleeding. 

The cases of anemia diagnosed in the Negro male 
group were of a different order. Seventy-two per cent 
were hypochromic and the remainder normochromic. 
An inadequate diet was the chief cause (68 per cent). 
The remainder of the cases of anemia were due to a 
disease. Most of the anemias in this group were mild; 
the severe cases were due to a disease. 

The white female with anemia revealed a picture 
very similar to that of the Negro female, however to a 
lesser degree. The anemias in this group were chiefly 
hypochromic (70 per cent); pregnancy accounted for 
15 per cent; blood loss 25 per cent; poor nutrition 30 
per cent, and disease 30 per cent. The majority of the 
anemias in this group were of a moderate degree ; severe 
ones were usually due to excessive menstrual blood 
loss. 

The white male exhibiting anemia was in an entirely 
different category. Five of the nine cases were of the 
hypochromic variety, while four were normochromic. 
The severe anemias were primarily due to a disease. 

Pernicious anemia occurred only one time in the 180 
cases and, therefore, only once in the 1,000 consecu- 
tive patients studied. Acquired hemolytic anemia simi- 
larly occurred only one time in this series. One case of 
hemoglobin disease and two cases of marrow depres- 
sion of unknown etiology were diagnosed: Sickle cell 
anemia was not identified in this series, although 
searched for diligently. (See Addendum.) 
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SEVERITY OF ANEMIA IN 180 CASES. 


Severity, as Measured Per cenit 
by Hemoglobin Level, Number of Patients 
Gm. per 100 ml. of Cases with Anemia 
(10.0-11.0 for female) 
4 (11.0-12.0 for male) 85 47.2 
Moderate (8.5-10.0 for female) 
(9.5-11.0 for male) 55 30.6 
Severe (below 8.5 for female) 
(below 9.5 for male) 40 22.2 
‘ 
Table 2 


CLASSIFICATION BY CAUSE OF 185 CASES 
OF ANEMIA IN 1,000 PATIENTS. 


Per cent 

Number of Patients 

Cause of Patients with Anemia 
Inadequate diet 51 28.3 
Pregnancy 40 22.2 
Excessive blood loss 35 19.4 
Acute or chronic infection 17 o4 
Rheumatoid arthritis 12 6.7 
Uremia 6 3.3 
Malignant disease 4 2.2 
Hookworm infestation 3 
Tuberculosis 3 1.7 
Nephritis 2 1.1 
Marrow depression (etiology unknown) 2 11 
Pernicious anemia 1 0.6 
Hemolytic anemia 1 0.6 
Hemoglobin disease 1 0.6 
Hypothyroidism 1 0.6 
Cirrhosis of liver 1 0.6 

Table 3. 


NorMat HeMoc.osin LEVELS 


There is no unanimity of opinion as to the normal 
hemoglobin level of the adult. We have assumed that 
the normal range of hemoglobin concentrations is as 
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PERCENTAGE OF PATIENT POPULATION a 


WITH HEMOGLOBIN LEVELS BELOW VARIOUS 
HEMOGLOBIN VALUES, BY SEX AND RACE. 


4 


FEMALE PATIENTS 
Below Below Below 
Classification 11 Gm./100 ml. 12 Gm./100 ml. 13 Gm./100 ml. 


Negro 25.4 . 60 


88 
White 9.5 32 66 


MALE PATIENTS 
Below Below Below 
Classification 12 Gm./100 ml. 13 Gm./100 ml. 14 Gm./100 ml. 


Negro 20.8 50 70 
White 6.3 19 31 


Table 4. 


follows: 12 to 17 Gm. per 100 ml. for men, and 11 to 
15 Gm. per 100 ml. for women. Some authorities em- 
ploy higher levels of hemoglobin concentration for the 
normal adult. These levels naturally vary all over the 
world, depending on diet, racial traits and other fac- 
tors. This series of 1,000 unselected hemoglobin de- 
terminations reported should shed some light on the 
normal hemoglobin levels for adults in the South. 

Our findings indicate that the Negro female has the 
lowest hemoglobin level of any adult in this particular 
area. (Patients over the age of 70 are not considered to 
have anemia unless the hemoglobin level is 1 Gm. per 
100 ml. lower than the standard for the same sex.) 
Approximately 28 per cent of the Negro female pa- 
tients had hemoglobin levels below 11 Gm. per cent; 35 
per cent were found to fall between 11 and 12 Gm. per 
cent; and 25 per cent between 12 and 13 Gm. per cent. 
The mean for the entire group was 11.15 Gm. per 
cent (Figure 1b). In essence, then, not only did 25 per 
cent of this group exhibit anemia according to our 
standards, but a large proportion (approximately 70 
per cent) of the Negro female group had borderline or 
below-normal hemoglobin levels. 

If the lower limit of normal for the Negro female is 
assumed to be 13 Gm. per cent, then 88 per cent of 
our Negro female patients would be in the anemia 
category. Similarly, if 12 Gm. per cent were the as- 
sumed “floor,” 60 per cent of this particular group 
would exhibit anemia (Table 4). This would be totally 
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unrealistic! It is, thus, quite probable that 11 Gm. | er 
cent, the figure that we have adopted, is the more _p- 
propriate one to be used for the Negro female in ; iis 
area. It is certainly striking that 25.4 per cent of 
Negro female patients exhibit anemia in spite of these 
very liberal standards for normal hemoglobin con- 
centration. 

The hemoglobin concentration of the white female 
patient was relatively better. The average hemoglobin 
level was 12.3 Gm. per cent. Approximately 10 per cent 
of the group had a hemoglobin level below 11 Gm. per 
cent (our adopted standard for anemia) ; 22 per cent 
of the determinations were between 11 and 12 Gm. per 
cent; 35 per cent were between 12 and 13 Gm. per 
cent, and 34 per cent were above 13 Gm. per cent 
(Figure la). This is in contrast to the findings in the 
Negro female. Utilizing 13 Gm. per cent as the lower 
limit of normal would cause 66 per cent of the group 
to be classified in the anemia category; a level of 12 
Gm. per cent would place 32 per cent in that category. 
These figures are obviously too high. It would, thus, 
appear that a “floor” of 11 Gm. per cent would be more 
applicable to our Negro and white female patients 
(Table 4). 

The Negro male exhibits an average hemoglobin 
level of 12.96 Gm. per cent. This is slightly higher than 
the average figure for the white female (12.38 Gm. per 
cent) and much higher than the mean hemoglobin 
level of the Negro female (11.15 Gm. per cent). Using 
12 Gm. per cent as the lower limit of normal, we find 
that 20.8 per cent of this group are characterized by a 
subnormal hemoglobin concentration. On the other 
hand, a lower limit of normal hemoglobin of 13 or 14 
Gm. per cent would result in a 50 per cent and 70 per 
cent incidence of anemia respectively (Figure 2b, Table 


The mean hemoglobin determination in the white 
male of our series is 14.52 Gm. per cent, the highest of 
the patient groups. Assuming 12 Gm. per cent to be 
the lower limit of normal (our standard), we have a 6.3 
per cent incidence of anemia. Thirteen or 14 Gm. per 
cent as the criterion (often quoted figures) increases 
the incidence to 19 per cent and 31 per cent respec- 
tively. These are obviously excessive incidences for the 
white male in this area (Table 4). 

From a realistic viewpoint, it would appear that the 
usually accepted standards for adult hemoglobin levels 
are not applicable to the patient population in Ala- 
bama. Apparently these standards cannot be applied 
universally but must be adapted to local conditions. It 
is evident that our standards (female 11 to 15 Gm. per 
cent; male 12 to 17 Gm. per cent) rather than the 
nationwide values, are more applicable to this popula- 
tion. 
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SICKLE CELL DISEASE 


In the course of this study, the question arose as to 
the prevalence of sickle cell anemia in this area. Blood 
smears and sickle cell preparations were not obtained 
routinely on patients who did not exhibit a low hemo- 
globin level. Therefore, we cannot express an opinion 
as to the incidence of the sickling trait in the series 
of 1,000 patients. However, it did not occur in any of 
the 180 cases of anemia. 

There is some controversy as to the incidence of 
sickle cell anemia. Wintrobe states that it occurs in 
one out of 40 Negroes bearing the sickle cell trait, and 
that the trait itself occurs in approximately 7 per cent 
of American Negroes. The incidence for sickle cell 
anemia, according to his figures, would be approxi- 
mately 0.2 per cent in the Negro population as a whole 
(one in every 560 Negroes). We studied 626 Negro 
patients but demonstrated no cases. (See Addendum.) 


A Classification of Anemia 


The subject of anemia, as usually treated, appears to 
us to be needlessly complex. In the course of our work 
we have developed a classification that we think is 
simple and practical. Essential features of this classifi- 
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cation are shown in Figure 3. The steps to be followed 


in the diagnosis of anemia are as follows: 
I. 


An accurate hemoglobin determination is done, 
preferably with a photoelectric colorimetric 
method. If the hemoglobin determination is sub- 
normal for that individual according to sex and 
race (“too little hemoglobin”), anemia is present. 
A blood smear is made. It should be thin and the 
cells evenly dispersed. A study of the smear im- 
mediately indicates whether the red cells are 
hypochromic, normochromic or hyperchromic. 
(A sickle cell preparation should be made rou- 
tinely in all Negro patients with anemia.) Hypo- 
chromia indicates “‘too little iron” per cell. Nor- 
mochromia suggests the anemia is due to “too 
few” red blood cells. Hyperchromic cells suggest 
an anemia due to “too little By” or intrinsic fac- 
tor. Any structural abnormality in the red cell 
should call for further studies. On rare occasions 
it will be difficult to decide. A red blood cell 
count and hematocrit followed by referral to the 
hematologic normograms in any laboratory man- 
ual, will supply the values for red cell volume, 
hemoglobin and hemoglobin concentration in- 
dices. In rare cases more extensive studies will be 
required, 


7 9 13 15 7 


tb. Gm. of hemogicbin per 100 mi. 


Figure 2. Percentages of frequency distributions of hemoglobin level determinations of (a) 142 white men and (b) 216 Negro men. 
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ANEMIA 
Too Litthe Hemoglobin 
a 
HYPOCHROMIC NORMOCHROMIC 
Too Little fron Too Few Red Cells 


HYPERCHROMIC 
Too Little By, 


Inadequate Excessive \ No Intrinsic =| 
Blood Loss or 
Loss (1) Diet (2) Need (3) Factor (70) N mn | 
HYPOPOIETIC Acute HEMOLYTIC 
Too Little Blood Too Much 
Production of Loss (4) Destruction ? 
Red Cells of Red Cells 
Myelophthisic Aplastic Repressive Acute Chronic | ; 
(5) (6) (7) (8) (9) 
(1) Loss of iron through gastrointestinal, menstrual or other (7) Chronic infections, renal, i , preg y, thy- 


bleeding. 
(2) Too little supply of iron or proteins. 
(3) Excessive needs in pregnancy, adolescence or childhood. 
(4) Acute bleeding from any cause. 


(5S) Replacement of marrow by carcinoma, leukemia, mye- 
loma, lipoid storage or sclerosis. 


(6) Poisons, metals, radiation or idiopathic. 


Figure 3. Schematic classification of anemias. 


Ill. 
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The etiology of the anemia is deduced from the 
history, physical examination and the results of 
the simple tests described. 

A. Anemia characterized by “too little iron” (hy- 
pochromic) must be the result of one of the 
following situations: 

1. Loss of iron by chronic bleeding; intesti- 
nal or menstrual. The most common cause 
is excessive menstruation. 

2. ‘Too little iron” supplied in the diet. As a 
rule there is usually also some blood loss 
which removes more iron from the body 
than is replaced by the inadequate diet. It 
is possible also to have a disturbance in 
intestinal absorption of iron. 

3. There may be an excessive need for iron 
such as in childhood or pregnancy. 


_roid deficiency or tuberculosis. 


(8) Acute inf 


ction or malari 


or 


(9) Congenital and acquired hemolytic icterus, sickle cell 
anemia, thalassemia or erythroblastosis. 


(10) Pernicious anemia. 


(11) Pregnancy, sprue, celiac or liver disease. 


A physical examination will determine which 
cause is operating. Needless to say, blood loss 
must be searched for. 

Anemia due to “too few red blood cells” 
(normochromic) may be due to: 


2. 


Acute blood loss—hemorrhage. 

**Too little production” of red cells by the 
bone marrow (hypopoietic anemia). This 
might be due to an aplastic condition of 
the bone marrow caused by ingestion of 
poisons, heavy metals, x-ray treatment or 
sometimes due to an unknown cause. On 
the other hand, we might have a myelo- 
phthisic marrow where the marrow is re- 
placed by other tissue such as carcinoma, 
leukemia, myeloma, lipoid storage disease 
or simply sclerosis. A bone marrow aspira- 
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tion would be necessary to differentiate 
these. 

3. The third condition where there is “too 
little production” of red cells is a repres- 
sive process due to chronic infection, renal 
disease, carcinoma, certain pregnancies, 
thyroid deficiency and tuberculosis. In 
fact, any chronic or serious disease can 
inhibit production of red blood cells. This 
should become readily apparent with the 
history and physical examination. 

4. The fourth subgroup of anemias charac- 
terized by “too few red blood cells” are the 
hemolytic anemias where “too much de- 
struction”’ of red cells occurs. This situa- 
tion may arise in the presence of over- 
whelming infections, ingestion of hemo- 
lytic poisons, transfusion reactions and 
malaria. It may occur in congenital and 
acquired hemolytic icterus, sickle cell 
anemia, thalassemia and erythroblastosis. 
The common denominator here is pro- 
longed, low-grade, excessive destruction 
of red cells. Red blood cells are often de- 
fective. These hemolytic anemias can be 
recognized by the presence of jaundice, 
frequently splenomegaly, increased uro- 
bilinogen in the urine and in the stool, 
acute crises with fever and chills and oc- 
casionally the presence of gallstones. 
Many of these cases of chronic hemolytic 
anemia also have a history of poor general 
development from birth. 

C. The last main group of anemias is characteri- 
ized by a hyperchromic, macrocytic blood 
smear, caused by “too little Bj2” or intrinsic 
factor. The most important member of this 
group, of course, is pernicious anemia. A bone 
marrow aspiration will confirm this diagnosis. 
Treatment is replacement of vitamin By. The 
same type of picture can occur with excessive 
loss of vitamin Bj» as in sprue and celiac dis- 


ee 


ease. Certain pregnancies and liver disease may 

also present this picture. The physical exami- 

nation and history should suggest the etiology. 

The foregoing simple classification should indicate 
the diagnosis in the majority of the anemias. Therapy 
then becomes simple and rational. The use of com- 
mercial hematinics which contain iron, vitamin By», 
folic acid and liver becomes superfluous, needlessly 
expensive and possibly dangerous because of their 
masking effect in mild pernicious anemia. This may 
result in irreversible changes in the central nervous 
system. This rational classification makes it obvious 
that anemias due to “too little iron,” call for replace- 
ment of iron; anemias due to “too few red blood cells” 
require replacement of the red blood cells and at- 
tempt to stop further loss or inhibition or destruction ; 
anemias due to too little vitamin By: demand its re- 
placement and curtailment of its loss where it occurs. 


Addendum 


Since submission of this paper for publication, ap- 
proximately 1,000 additional routine hemoglobin ex- 
aminations were made. In general, the figures coincide 
with those in the report. There have been, however, 
small variations in the more unusual types of anemia 
which bear emphasis. There have beén four cases of 
sickle cell anemia in colored females. This would 
change the incidence of sickle cell anemia to approxi- 
mately four in 360 cases of anemia or in a total Negro 
population of approximately 1,300. There have been 
two cases of pernicious anemia, both in Negro patients. 
These were both older males. We thus have three 
cases of pernicious anemia in 2,000 consecutive deter- 
minations and in 360 cases of anemia. There have been 
two additional cases of acquired hemolytic anemia in 
association with syphilis. These were acute cases. 
Among the 360 cases of anemia treated, the great 
majority of which were of the iron deficiency variety, 
only three were refractive to iron therapy by the oral 
and parenteral routes. The reason for this lack of 
response is not apparent at thepresent time. 


Out of Proportion 


Tht EXPERT COMMITTEE on professional and technical edu- 
cation of medical and auxiliary personnel of the World 
Health Organization stated in 1950 that per 100,000 people, 
there should be 66 general practitioners, teri surgeons, six 
EK NT men, five OB specialists, three internists, three 
pe: ‘atricians, and seven specialists distributed among the 
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other phases of medicine. This would make one specialist 
for every four or five general practitioners. 

Actually, during recent years, the number of specialists 
in the United States has increased out of proportion to their 
relative need, so that now there is nearly one specialist for 
every general practitioner. Based on the 1956 AMA Direc- 
tory’s list of physicians in active private practice, there were 
20,573 part-time specialists, 68,999 full-time specialists and 
66,375 general practitioners. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the fifth of twelve 

from the University of Pennsylvania. 


TREATMENT OF LEUKORRHEA 


ROBERT C. McELROY, M.D. 


Assistant Professor of Clinical Obstetrics and Gynecology 
School of Medicine, University of Pennsylvania, 


Philadelphia, Pennsylvania 


LEUKORRHEA is a symptom and not a disease in itself. 
In the intelligent approach to any symptom, one must 
first determine its etiology and origin in order to carry 
out early, correct treatment. Unfortunately, leukorrhea 
is poorly handled by both the specialist and the prac- 
titioner of general medicine, who is more likely to see 
the condition. Specialists in other fields are equally 
guilty of a neglectful or lackadaisical attitude. For 
example, dermatologists sometimes treat a vulvar rash 
without investigation of the vagina for possible causa- 
tive factors. 

The term, leukorrhea, applies whenever the vaginal 
discharge, other than blood, produces irritation or 
changes its character, color, amount, consistency or 
odor. The fact that leukorrhea may be the first sign in 
many forms of genital cancer demands its proper in- 
vestigation. The prescription of some form of douche 
therapy is never to be condoned without examination 
and smear analysis. 


Origin and Character of Normal Secretions 


I. Vulva. Secretions about the vulva are derived from 
sweat and sebaceous glands as well as the clear alkaline 
mucus derived from Bartholin glands. 

Il. Vagina. The vagina contains only a squamous 
cell mucosal lining with no glands except occasionally 
in the fornices. Any secretions found in the vagina 
arise from the uterus or tubes or as a transudate in the 
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vagina. They are mixed with bacteria and shed vaginal 
epithelium and are acid in reaction. They are normally 
increased in amount during gestation, sexual inter- 
course and at the time of ovulation. 

III. Cervix. Cervical secretions are mucoid, alkaline 
and transparent. They are viscid and increased in 
amount during pregnancy. They are liquefied at the 
time of ovulation in order to permit the easy passage 
of sperm. 

IV. Uterine Body. Secretion from the endometrium 
is alkaline and watery in character. Any local disease 
of the uterus or other general systemic disease may 
change its character. 


Causes of Leukorrhea 


To study leukorrhea, a careful history of its char- 
acter, odor, color, time of onset and relation to menses, 
disease, intercourse or age of the patient must be ob- 
tained. Is the discharge thick or watery? Does it have 
a white, yellow, green, red or brown color? Is it 
odorous, irritating or itching? How much is there? 
Does it occur before or after the menses? Has any drug 
therapy or douching been carried out and what is the 
nature of these? Does it have any relationship to mar- 
riage or intercourse? Do sanitary napkins, tampons or 
wearing of certain clothing have any relationship? All 
these are important questions to be answered if one 
is to arrive at a correct diagnosis. 
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Davis gives these possible causal factors: 
A. Parasitic and infectious causes: 
1. Venereal 
a. Gonococcus 
b. Spirocheta pallida 
c. Ducrey’s bacillus 
2. Pyogenic bacteria 
a. Staphylococcus 
b. Streptococcus ‘ 
c. B. coli 
d. Pneumococcus 
e. Micrococcus catarrhalis 
f. Vincent’s bacillus 
g- Saprophytes 
h. L. bacillus 
eS 3. Rare infections 
el a. B. tuberculosis 
b. A. aerogenes 
c. B. diphtheria 
d. B. tetani 
e. B. typhosus 
4. Protozoal infections 
a. Trichomonas vaginalis 
b. Amoeba urogenitalis 
5. Worm infestations 
a. Oxyuris 
b. Ascaris 
c. Echinococcus 
d. Filaria bancrofti 
6. Thrush (Monilia, Candida Albicans) 
7. Streptothrix infections (actinomyces) 
B. Local causes 
1. Excessive cervical secretions 
2. Excessive vaginal exfoliation 
3. Cervicitis and endocervicitis 
4. Cervical ectropions and erosions 
si 5. Polyps 
a 6. Vaginitis 
a 7. Uterine retrodisplacements 
8. Subinvolution of uterus 
9. Foreign bodies 
10. Chemical irritants 
11. Endometrioma 
12. Cancer of uterus, vagina and vulva 
13. Syphilis of cervix 
14. Tuberculosis of cervix and endometrium 
15. Fistula 
C. Constitutional predisposing causes 
1. Anemia 
2. Endocrine disturbance 
3. Debilitating infections 
D. Circulatory causes 


1. Cardiac disease with venous stasis 
2. Hepatic disease with portal stasis 
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Character of the Leukorrheal Discharge 


White Discharge. A white, creamy, cheesy or vis. id 
and clear discharge may be associated with pelvic «n- 
gestion and inflammation, retrodisplacement or ro- 
lapse of the uterus and endocervicitis. It may be «Jue 
to trichomonas vaginitis, monilial infestation, gonor- 
rhea or puerperal infection. 

Yellow Discharge. This is usually due to gonorrhea, 
trichomonas or nonspecific vaginitis. It may also be 
due to pyometra, cancer of the cervix, pelvic abscesses 
draining into the vagina or lymphopathia venereum 
with fistula formation. 

Watery Discharge. This is associated with endomet- 
rial disease and may be significant of cancer of the 
cervix, body of the uterus or the tubes, uterine con- 
gestion, submucous myoma or intermittent hydrosal- 
pinx. 

Foul Discharge. When leukorrhea is associated with 
a foul odor it suggests a foreign body such as a neg- 
lected pessary or tampon. In a postpartum patient or 
in a patient who has recently undergone vaginal sur- 
gery, one must remember that a sponge may have been 
overlooked. Other causes include necrosis of a cancer 
of the uterus, a polyp or a submucous myoma. 

Bloody Discharge. This is most commonly associated 
with cancer in later life. In the younger woman it may 
be seen with polyps, friable erosions, tuberculosis, 
submucous myoma or incomplete abortion. It must be 
remembered that blood-tinged leukorrhea is often 


seen with trichomonas, monilia or senile vaginitis. 


Examination of the Patient 


After obtaining an accurate history, complete exam- 
ination is next in order. If the patient has recently used 
a douche, she may have to return for a second visit, 
especially, if the smears are negative. At the time of 
initial examination the character, color and odor of 
the discharge is noted. A specimen of the discharge is 
obtained, using dry gloves and an unlubricated spec- 
ulum. A sample of the discharge may be secured by a 
wire loop or may be scooped up in the bottom of the 
speculum. Immediate, unstained wet smears of the 
discharge are prepared using normal saline solution 
and 5 or 10 per cent sodium or potassium hydroxide. 
If the discharge is profuse, it is wise to mix a small 
sample in a test tube containing warm normal saline 
solution. Then a drop of this mixture is placed on a 
slide and covered with a glass slip. Hanging drop prep- 
arations are not necessary in the ordinary office rou- 
tine. If monilia is suspected, a sample of the flaky por- 
tion should be spread on a slide and mixed with a drop 
or two of the hydroxide solution. 
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Both slides should be immediately examined, un- 
stained and fresh. It is never wise to send such material 
to a laboratory for study first, because motility of 
organisms is lost and drying occurs. Secondly, valu- 
able time is lost in obtaining a diagnosis. When 
stained smears and cultures are indicated, they too, 
should be obtained at the same time as the wet smears. 
These may be studied in the office if proper facilities 
exist, but more commonly are sent to the laboratory. 
When cancer is suspected, cytologic smears are taken 
by vaginal aspiration, or the cervix is scraped with an 
Ayer wooden applicator, smeared on a slide and 
studied according to the Papanicolaou technique. 

After completion of the smear and culture speci- 
mens, one then proceeds to a more complete digital 
examination using lubricated gloves and speculum. 
Digital examinations combine the vaginal, rectal and 
abdominal approach. Although many causative factors 
of leukorrhea may be detected by this means alone, it 
never excludes the smear study to rule out combina- 
tions of causes. 

Special attention must be directed to the cervix be- 
cause of the high incidence of local lesions from which 
cancer must be excluded (erosion, ectropion, polyp, 
cyst and submucous myoma). The use of the Papani- 
colaou smear or four quadrant biopsy is especially val- 
uable for this purpose. 

The removal of polyps in the office may be danger- 
ous because of bleeding from the retracted pedicle and 
is not curative since they are usually multiple. Com- 
bining dilatation and curettage with polyp removal 
under operating room precautions is safer and offers 
thorough exploration and removal of the endometrial 
surface of the uterus for study. 


Leukorrhea Due to Local Lesions 


Local lesions of the vulva, vagina and cervix (ero- 
sion, polyp, etc.) are approached for therapy only after 
smears have been made. Cure of these lesions can fre- 
quently be obtained by office treatment. Various forms 
of cautery or fulgurations, combined with local anti- 
sepsis or acidification, will bring about complete heal- 
ing in four to six weeks. 

Simple chemical cautery, using various strengths of 
silver nitrate (from 2 to 50 per cent) can be safely em- 
ployed in very superficial erosions. This is best applied 
with an applicator stick, well saturated but not drip- 
ping, and only the diseased area of the cervix is paint- 
ed. Care is taken to prevent contact with the vaginal 
mucosa. Such treatment may be given weekly or less 
often as the individual case requires. Interval home 
treatment is probably best accomplished by nightly 
inse/ (ions of chemotherapeutic creams such as Triple 
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Sulfa or Gantrisin Cream. The use of antibiotic creams 
containing broad-spectrum agents is potentially dan- 
gerous because of increased incidence of monilia. 

Deep cauterization of erosions and ectropions is 
usually done with the ordinary office electric cautery 
starting deep in the os and moving superficially to the 
edge of the lesion in a radial fashion. The use of a 
single electrode fulguration or coagulation by the Hy- 
frecator will accomplish equally good results and is 
generally less painful to the patient. The physician 
must be certain he does not bring his hand too close to 
the speculum or allow the patient’s feet to be exposed 
to a metal stirrup because of the danger of a spark gap. 

Following such therapy the patient is warned of an 
increase in vaginal discharge and the possibility of 
some bleeding for five to six days. Follow-up home 
treatment may again be carried out with creams or the 
use of lactic acid or vinegar douches. Vinegar douches 
are inexpensive and simple. Two tablespoons of white 
vinegar to each quart of warm water are mixed and 
should be used daily, except during menses. Check-up 
examinations should be made monthly. Lesions that 
do not respond readily, although negative on Papani- 
colaou smear or biopsy, are submitted to cold knife 
cone biopsy. 

Extensive lesions are best treated by hospital care 
with knife cone biopsy and conization or cautery. 
Friable lesions are also best treated in this fashion, to 
rule out carcinoma. 


Leukorrhea Due to Bacteria 


Bacterial leukorrhea is usually due to streptococcus, 
staphylococcus or L. bacillus and is found in the form 
of nonspecific vaginitis. 

If gonorrhea is suspected through findings in Skene’s 
or Bartholin’s glands, gram stains or preferably culture 
should be made of material from these areas. 

Wet smears reveal many leukocytes, and bacteria 
can readily be seen in motion in the saline smear. Cul- 
ture and fermentation study is ideal in these patients 
but therapy is the same in most, and therefore such 
study is superfluous. Chemotherapeutic creams are 
used as nightly instillations and are superior to 
douches because of more prolonged exposure. Douches 
act only momentarily and primarily as mechanical 
cleansing agents. 

Nonspecific vaginitis is frequenily found in the post- 
climacteric state and here therapy is twofold. The 
application of estrogen creams (Dienestrol, Premarin) 
in such cases or in cases of pure senile vaginitis is ex- 
tremely valuable in conditioning the vaginal mucosa 
to be resistive to superimposed infection. Broad-spec- 
trum antibiotic agents are contraindicated in this in- 
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stance because they encourage growth of the monilial 
organism. 


Leukorrhea Due to Trichomonas Vaginalis 


Genital infestation with Trichomonas vaginalis is 
one of the most common causes of leukorrhea, and at 
the same time is the most difficult to eradicate. Its in- 
cidence in women of all ages is variously reported at 
20 to 80 per cent. The majority of cases are mild and 
respond readily to almost any treatment. About 10 to 
15 per cent of cases are extremely resistant. 

The diagnosis of trichomonas vaginitis is made easily 
by a fresh wet smear technique using saline solution as 
described heretofore. The organism is readily identi- 
fied by its thrashing motion which distinguishes it from 
a leukocyte. In good smears, one can often identify the 
flagellae or the undulating membrane or both. A posi- 
tive smear is proof of the disease, but a negative smear 
cannot be considered a criterion of cure. A negative 
culture is the only way to be certain of the absence of 
the organism. For practical purposes, repeated nega- 
tive smears during or after menstruation can be con- 
sidered as reasonable evidence of cure. 

The signs and symptoms of trichomonas are those of 
any vaginal infection. There is local irritation with 
burning, itching, swelling and discharge. The dis- 
charge is usually foamy due to production of CO: from 
the vaginal glycogen. The color varies from white to 
green or yellow. With respect to itching and odor, the 
disease can be confused with moniliasis and nonspecific 
vaginitis. Examination of the discharge in the fresh 
unstained state is the best way to differentiate these 
diseases. 

Therapy of trichomonas vaginitis can be quite dis- 
couraging. Treatment usually is directed at local ap- 
plications to the vagina. Recently an attempt has been 
made at systemic therapy, but this has not borne out 
the results that might be expected from in vitro experi- 
ments. 

Choice of treatment depends on the duration and 
extent of the disease when first seen. Many patients, 
after contracting trichomonas, begin vigorous self- 
treatment with douches, powders or ointments of their 
own selection and choice. Many are caustic and irri- 
tating and serve only to increase the swelling, inflam- 
mation and pain. When first seen, these patients are 
better off to have trichomonacidal treatment withheld 
until the acute symptoms have abated. A simple 
lubricating jelly (K-Y Jelly) is helpful in reducing 
edema and, because of a low pH, is mildly lethal to the 
protozoan. Four or five daily applications will soothe 
the mucous membranes so that more specific agents 
will not be irritating. 
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Source oF INFECTION AND METHODS OF TRANSMISS!.)N 


1. Sexual Intercourse. Since one out of five wo: en 
in the United States harbors Trichomonas vagin .\is, 
implantation by coitus is suggested. The organism can 
be found in nearly 30 per cent of male partners of in- 
fected women. The protozoan is found in the prepuce, 
the urethra, the prostate and the seminal vesicles. For 
adequate study of the male, a fresh specimen of ejacu- 
late is best. Use of a condom is one method to prevent 
transmission. 

2. Contacts Other Than Sexual. Case histories have 
shown that more than one woman in a family may 
harbor the parasites. Even newborns have been found 
to have the organism, suggesting that infestation oc- 
curred at birth. 

Transmission from inanimate objects has never been 
proven, although toilet seats, towels, douche or enema 
nozzles, physicians’ gloves and instruments have all 
been accused. The toilet seat has been studied and 
should not be a source if sufficient drying time is al- 
lowed between contacts. However, the mucoid pro- 
tection of the parasite prevents desiccation, and live 
organisms have been recovered from toilet seats. Ob- 
viously, good hygiene is still an excellent preventive 
measure. 

3. Intestinal. Trichomonas hominis is found in the 
lower intestine, but it has never been proven to be a 
cause of vaginitis. 

4. Mouth. T. tenax is found in the mouth, and al- 
though morphologically identical with T. vaginalis, it 
has never been proven to cause vaginitis. 

5. Autogenous. Since the organism is found in 
Skene’s and Bartholin’s glands as well as in the urinary 
tract, re-infection is most likely from these sources, and 
every effort should be made to clear up these areas. 


‘THERAPY 


According to Trussel the various therapeutic meth- 
ods fall into one or more of four categories based on 
their principal mode of action. 

1. Procedures designed to cleanse the infected area. 
This includes irrigations, douches, scrubbing with 
green soap and application of chemicals that coagu- 
late surface materials. 

2. Procedures utilizing trichomonacidal agents. The 
better known among these are arsenicals, the iodized 
compounds, picric acid and silver picrate, and alka- 
line and acid preparations. 

3. Procedures designed to recreate a normal vaginal 
flora and the concomitant normal pH range of 4.0 to 
4.5. These include acid jellies, acid douches, acid 
powders, sugars, implantation of lactobacillus prepara- 
tions and estrogenic therapy. 
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4. Procedures designed to create a drying effect. These 
include the use of kaolin, lactose, sodium bicarbonate, 
magnesium trisilicate and air blowers. 

Many preparations used in present-day therapy 
have more than one action. Combinations are also 
common. The following agents have been shown to 
have value. 

Acetarsone. This material is an ingredient of a num- 
ber of trade compounds of which Devegan is an ex- 
ample. It contains acetarsone, boric acid and hydro- 
lyzed carbohydrates. Two tablets are inserted into the 
vagina—one in the anterior and one in the posterior 
fornix—daily for two to 14 days. Treatment should be 
continued through two periods of menstruation. High 
cure rates have been reported, but these are not sub- 
stantiated by culture techniques. 

Acetic Acid. This substance is used in the form of 
vinegar as a douche in 3 per cent solution. This is an 
effective cleansing agent and aids in establishing nor- 
mal vaginal flora. 

Floraquin. This popular compound consists of 
diiodohydroxyquinoline, boric acid and carbohy- 
drates. A tablet is inserted into the vagina morning 
and night for two weeks. The dose is then gradually 
reduced during the next several weeks. Treatment is 
continued through four menstrual periods. Vinegar 
douches are frequently employed in conjunction with 
this form of treatment. 

Kaolin. This agent is used for its drying effect in 
combination with other forms of treatment. 

Milibis. This effective agent is supplied in supposi- 
tory form. It is used in a short course of treatment, ten 
suppositories being effective in many cases. A repeti- 
tion of treatment may be necessary, however. 

Phenylmercuric Acetate and Phenylmercuric Nitrate. 
These agents are supplied in jelly form in 1:5,000 
dilution and 1:24,000 dilution respectively. 

Silver Picrate. This material is used for combined 
office and home treatment. The office treatment en- 
tails a weekly insufflation of the powder followed by 
home treatment with suppositories containing Boro- 
glyceride as well as silver picrate. The material pro- 
duces an objectionable yellow stain but it is an effec- 
tive agent. 

Sulfonamides. These are supplied as Triple Sulfa 
Cream and Gantrisin Cream. Such agents are helpful 
in re-establishing a normal vaginal flora. 

Tetracyclines. These are supplied as 100-mg. vaginal 
tablets of oxytetracycline or chlortetracycline. Their 
chief disadvantage is that they encourage the develop- 
ment of secondary monilial disease. 

Tritheon (Aminitrozole). Tablets containing 100 mg. 
of the drug are given three times daily by mouth for 
ten divs. This systemic approach to treatment would 
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seem to be ideal to clear up foci of the parasite in 
either male or female. The drug is highly effective in 
vitro, but so far the best dose for humans has not been 
established. 

Vagisec. This material is used in office treatment for 
washing the vagina three times during the first week, 
twice during the second and once during the third. 
Meanwhile, home treatment combines morning or 
evening douches with Vagisec liquid followed by in- 
stillation of Vagisec Jelly. This treatment frequently 
produces almost immediate symptomatic relief. 

Many other proprietary drugs have been shown to 
be effective in the treatment of trichomonas vaginitis. 
Physicians usually employ as primary treatment the 
compound that has seemed to work best for them. 
When one method proves to be ineffective, it would 
seem prudent to change to another method. Also, a 
search for a focus of infection in a male partner would 
be important, although this ideal is sometimes difficult 
to attain. 


Monilial (Candida Albicans) Vaginitis 


This entity, although known for many years, has 
received less attention by the medical profession. 
Widespread use of broad-spectrum antibiotics has 
greatly increased the incidence of moniliasis not only 
in the genital system but orally, cutaneously and sys- 
temically. Pace and Schantz have reported that the 
monilia-trichomonas ratio in pregnant women is now 
15:1, while in nonpregnant women it is 7:1. These 
figures may somewhat belie the truth because smear 
examinations are not made as often as indicated. 


DIAGNOSIS 


Monilia, whose generic name has been officially 
changed to Candida, occurs in the following forms: 
albicans, guilliermondi, krusei, parakrusei, pseudo- 
tropicalis, stellatoidia and tropicalis. In routine of- 
fice diagnosis, the albicans is the pathogen most often 
discovered. 

The patient usually notices genital pruritus before 
leukorrhea. The discharge has a characteristic yellow 
to white color and is flaky, cheesy and rather dry. 
Occasionally, in the very early stages, it may be more 
fluid and foamy; if diagnosis is attempted on appear- 
ance alone, it is readily confused with trichomonas 
vaginitis. The vaginal mucosa is reddened, swollen 
and covered with flaky patches. This can be so exten- 
sive as to cover the entire vagina. Spread of the disease 
is frequently seen in the labial folds or involving the 
vulva. The skin is reddened and gives the appearance 
of having been wiped away. 

Samples of the discharge should be obtained from 
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the flaky portions or from the folds of the vagina. The 
organism is identified by its long thread-like mycelia 
and multiple spore formation. Large patches give the 
impression of a pile of sticks with buds on them. Oc- 
casionally spores are seen alone, but accurate diag- 
nosis cannot be made without the presence of mycelia. 
Cultures are made by smearing the material on Nicker- 
son’s medium and incubating at room temperature for 
three to four days. The organism grows out in black or 
dark brown, circular growths and with continued in- 
cubation there is filament formation. Such cultures 
are used as criteria of cure. 


TREATMENT 


Treatment of this condition is necessary for many 
reasons. Moniliasis is not a dangerous disease as long 
as it is confined to the genitals or the skin. In the ob- 
stetric patient, the infant may contract the disease as 
oral thrush in its passage through the birth canal. 
The death rate in infants from infected mothers is 
higher than in the noninfected. Therefore, monilia 
having been discovered, immediate treatment is neces- 
sary to prevent spread. This applies whether symp- 
toms are present or not. 

At present only three forms of therapy are available 
for monilia, and the newest of these is the antibiotic, 
nystatin (Mycostatin), which is specifically fungicidal 
for this organism. Prior to this, gentian violet in its 
many forms and proprionic or caprylic acid salts were 
most popular, but not very curative. 

Nystatin is a broad-spectrum fungicide, effective 
against almost all fungi except actinomyces. It is avail- 


able as a vaginal suppository, tablets, ointment, « ust- 
ing powder, capsules and oral suspension. 

For local vaginal treatment, a suppository con :ain- 
ing 100,000 units of nystatin is inserted night!\ or 
twice daily for 14 days. Symptoms will disappesr in 
two to three days, and cure is secured in about 95 per 
cent of cases. One or more courses may be necessary 
and results should be judged by smear and culture. 
When vaginal moniliasis is discovered during preg- 
nancy, treatment should be carried throughout, to 
protect the infant. In fact, it has been suggested that 
because of the prevalence of this organism, all preg- 
nant women might be protected by ten days’ treat- 
ment before term. 

Since many of these patients have an associated 
vulvitis, additional therapy with nystatin ointment is 
indicated. Women with previously positive monilial 
smears are advised not to receive broad-spectrum anti- 
biotics unless combined with oral nystatin. One agent 
combining tetracycline and nystatin is marketed un- 
der the name of Mysteclin. During the winter months, 
all women who complain of pruritus and leukorrhea 
are queried about antibiotic therapy. 

Finally, what is the approach in the small number of 
cases showing mixed infestation? It is good policy to 
treat the monilia first because of the high rate of cure. 
It is wise to alternate treatment with the favorite 
trichomonacidal agent until a definite cure can be ef- 
fected. 


A bibliography accompanying this article isavailable upon request 
from the Editorial Office of GP. 


Aspirin has become a domestic panacea and poisoning by it is increasingly common. The de- 
hydration, low blood pressure, over-breathing, positive ferric chloride test and partial reduc- 
tion of Fehling’s solution produce a picture resembling diabetic coma. Tinnitus, deafness and 
skin rashes and the history point to aspirin as the cause. Dehydration may be so intense as to 
soak the mattress completely and must be made up by giving intravenous fluid, bearing in 
mind the danger of a too copious infusion. 

The salicylate radical which aspirin yields on hydrolysis causes increased depth of respira- 
tion by a central action (“salicylate dyspnea”) and by “washing out” CO: causes a respiratory 
alkalosis. It is wrong to give alkali formerly recommended since it has been found to cause 
tetany. Sodium bicarbonate should be given in amounts just sufficient to keep the urine alka- 
line. If it has to be given intravenously, (50 G. per litre), it should be remembered that it can- 
not be sterilized by boiling, as the bicarbonate decomposes. If bicarbonate is added to sterile 
water under sterile conditions, the solution is safe for intravenous use. Samples of urine 
should be obtained by means of self-retaining catheter and tested frequently for reaction and 
intensity of ferric chloride reaction. 

A violent paroxysm of asthma might be caused in an aspirin sensitive asthmatic patient, 
and hematemesis is also a possibility because aspirin is a gastric irritant and also decreases 


coagulability of the blood.—Emergencies in Medical Practice, 5th ed., page 9, by C.A. Birch. 


Aspirin Poisoning 
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Evaluation of Adrenocortical Function 


Ir Is WELL KNOWN that the response of the adrenal 
cortex to intensive stimulation with exogenous ACTH 
provides an excellent guide to the functional status of 
the adrenal cortex under most circumstances. De- 
Filippis and Young reviewed their experience with a 
standardized intramuscular test using 100 units of high 
potency ACTH gel and utilizing the rise in urinary 
17-hydroxycorticosteroids as the index of response. 
Their results indicate that the intramuscular use of 
purified ACTH usually gives comparable results to 
the intravenous test in the evaluation of adrenocortical 
function. 

Inadequate absorption of ACTH from the depot 
site may be considered on theoretical grounds in sub- 
jects with marked edema, but limited experience with 
such persons indicates that an absorption defect is not 
present. Failure to activate the adrenal cortex owing to 
excessive intramuscular inactivation of the ACTH or 
inadequate absorption from the depot site was ob- 
served in several patients on long-term ACTH therapy 
and in two of five patients with myxedema. In these 
subjects, the intravenous ACTH test will occasionally 
be necessary to clarify the true state of adrenocortical 


responsiveness. (New England J. Med., 257:1, 1957.) 


Chemotherapy of Chronic Pulmonary Histoplasmosis 


CHRONIC PULMONARY HISTOPLASMOSIS is the predomi- 
nant clinical form of the disease in adults. There is a 
striking resemblance of this form of histoplasmosis to 
that of cavitary tuberculosis, from the clinical and 
roentgenologic points of view. 

Chemotherapy was administered in 19 cases. Ethyl 
vanillate was administered in five cases; MRD-112 
in seven cases; nystatin in four cases, and actidione, 2- 
aminostilbamidine and cycloserine in one case each. 
Definite improvement was noted in only one relatively 
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Tips from Other Journals 


mild case, following MRD-112 therapy. Toxic symp- 
toms limited the use of all of these agents in varying 
degrees. The general conclusion was reached that 
more potent and less toxic antifungal agents are 
needed for adequate favorable therapeutic effects in 
chronic pulmonary histoplasmosis. (Am. Rev. Tuberc., 


75 :912, 1957.) 


Bronchial Carcinoma Arising in a Lung Cyst 


MALIGNANT TRANSFORMATION within a lung cyst is 
generally regarded as a highly remote possibility. 
Peabody, Katz and Davis present a case in which serial 
roentgenograms depict the evolution of a bronchial 
carcinoma in the wall of a lung cyst. In this case, the 
relationship between the carcinoma and the cyst seems 
proven beyond doubt. 

The patient was known to have had a lung cyst 
for eight years. Approximately five years after the 
cyst was discovered, a routine chest roentgenogram 
revealed a small nodular density measuring less than 
1 cm. in diameter, lying in close apposition to the 
inferior margin of the cyst. In spite of the continued 
growth of the nodule, nothing was done because the 
patient remained asymptomatic. When this patient 
was first seen by the authors, the nodule was 5.5 cm. 
in diameter, and immediate surgical therapy was un- 
dertaken. Metastatic carcinoma was also demon- 
strated in one of the mediastinal lymph nodes. 

This case emphasizes: not only the danger in delay, 
but also the hazard inherent in any indeterminate 
pulmonary nodule. (Am. J. Roentgenol., 77:1048, 
1957.) 


Localization of Upper-Lobe Tuberculosis 


LenTINO and his associates re-emphasize the fact that 
adult tuberculosis begins almost always in the apical 
and posterior areas of the upper lobes and the superior 
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portions of the lower lobes. In 100 unselected cases of 
adult-type unilateral pulmonary tuberculosis, there 
were no cases of pure anterior segmental involvement. 
Such data clearly indicate that an infiltrate or mass 
confined to the anterior segment of an upper lobe in an 
adult has only a remote chance of being tuberculous. 

Involvement of the anterior segment of the upper 
lobes by contiguity following disease in the apical and 
posterior segments is not unusual. It is isolated in- 
volvement of the anterior segment of an upper lobe by 
adult-type tuberculosis that is so rare. (Am. J. Roent- 
genol., 77:1042, 1957.) 


Treatment of Prostatic Carcinoma 


Jonsson, Rout anp WieGNER have used a new Swed- 
ish estrogenic preparation, Estradirin, in 67 patients 
with carcinoma of the prostate. The usual dose has 
been 80 mg. of Estradirin intramuscularly once a 
month. The preliminary results indicate that the prep- 
aration is »vell tolerated, and the clinical improve- 
ment obtained with this drug has been equal or supe- 
rior to the improvements seen with stilbesterol. The 
side effects have been minimal. (Acta. Chir. Scand., 
113:68, 1957.) 


Senile Urethritis in Women 


Youncsioop, AND Davis believe that senile 
urethritis in women is an atrophic lesion of the urethra 
due to a deficiency of endogenous ovarian hormone 
and manifested by irritative symptoms of the lower 
urinary tract. This condition is often associated with 
dyspareunia. 

The symptoms of this disease are similar to those of 
other inflammatory conditions of the lower urinary 
tract. Examination reveals the urethral mucosa to be 
atrophic, hyperemic and bleeding easily. There may 
be prolapse of the mucosa at the meatus. 

A series of 329 patients were treated with five dif- 
ferent types of urethral suppositories using code 
numbers so that the composition of the suppositories 
would not be known. The average age of this group 
of patients was 55 years. Two hundred fifty-two of 
these patients were post-menopausal. These post- 
menopausal women received the best therapeutic result 
with a suppository of the furacin type to which 0.1 
mg. of diethylstilbestrol had been added. In 12 patients 
Papanicoloaou’s stains were made on the exfoliated 
cells of the urethral mucosa, and with the use of the 
estrogen in the suppository, a healthy stratified squa- 
mous epithelium developed in place of the atrophic 
epithelium that was present before treatment. (J. Urol., 
78:150, 1957.) 
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Spontaneous Rupture of the Esophagus 


SPONTANEOUS RUPTURE of the esophagus is a sury.cal 
emergency in which a delay in treatment as lony as 
24 hours usually results in death. 

Bunch believes that the rupture is caused by violent 
straining that frequently accompanies vomiting. ‘Ihe 
lesion usually is a longitudinal slit on the left posterior 
lateral surface of the esophagus just above the <ia- 
phragm. There is usually no associated disease of the 
esophagus. Purulent and chemical mediastinitis rap- 
idly appear. Pleural effusion is soon evident and may 
be accompanied by a pneumothorax if the mediastinal 
pleura ruptures. 

The patient is usually a middle-aged man vomiting 
small amounts of red blood after sudden straining. 
This is followed by steady, severe, boring upper ab- 
dominal and lower sternal pain, radiating to the back, 
and unrelieved by opiates. The patient appears criti- 
cally ill, restless and apprehensive, with shallow 
respirations and often cyanosis. At onset, the diag- 
nosis may be confused with a ruptured peptic ulcer, 
but as a hydropneumothorax develops, the diagnosis 
should be evident. 1 

The treatment should be thoracotomy with medi- 
astinal decompression, esophageal repair and efhi- 
cient surgical drainage of the chest. (Ann. Surg., 


145:1001, 1957.) 


Diet and Coronary Thrombosis 


YuDKIN UsED three different sets of statistics to deter- 
mine the relationship of diet to coronary thrombosis. 
The first was a comparison between diets and coronary 
mortality in different countries for the same year. The 
second comparison was between diets and coronary 
mortality in different occupations in England. The 
third comparison was between trends in diets and 
trends in coronary mortality in England since 1928. 
He concluded that analysis of these data did not sup- 
port any theory that supposes a single or major dietary 
cause of coronary thrombosis. (Lancet, 263 :155, 1957.) 


Procidentia of the Uterus 


TYRONE Discussgs his experience with 166 patients 
with procidentia of the uterus over a 24-year period. 
The diagnosis should be used only when there is com- 
plete inversion of the vagina with the uterus outside 
of the body. Complete uterine prolapse is usually as- 
sociated with enterocele and cystocele but never with 
rectocele. 

The chief cause of procidentia is obstetrical trauma. 
All patients in this series underwent the operation of 


GP Volume XVI, Number 5 


AS 
a 
— 
i 


a vaginal hysterectomy and repair of the pelvic fascia 
to insure support of the pelvic structures. Morbidity 
was minimal and there were no fatalities in this series 


of patients. (Ann. Surg., 145:963, 1957.) 


Tolbutamide in Insulin-Resistant Diabetes 


FRIEDLANDER REPORTS a Case of severe insulin-resistant 
diabetes in which he was able, with the use of tolbuta- 
mide (Orinase), to reduce the patient’s daily insulin 
requirement on one occasion from 2,000 units to 450 
units, and on another occasion to reduce them from 
900 units to 200 units—that is, to about 25 per cent 
of the initial insulin dosage each time. 

Investigators have demonstrated the presence of 
insulin-binding factors in cases of insulin resistance. 
These factors have been proved to inhibit the hypo- 
glycemic effect of exogenous insulin and have been 
variously described as insulin antibodies, inhibitors 
and binding factors. These binding factors serve to 
retain the insulin in the blood and so prevent it from 
entering the cell, thus interfering with the biologic 
activity of insulin, which depends upon the quantity 
of the hormone available at the cellular level and not 
upon its concentration in the blood. The author’s 
study and research strongly suggest that a markedly 
improved hypoglycemic action of tolbutamide in this 
patient was due to a definite inhibitory effect on the 
insulin-binding factors. (New England J. Med., 257:11, 
1957.) 


Blood Pressure in Healthy Aged 


Master, Lasser AND Jarre have studied the range of 
the blood pressure in 2,998 males and 2,759 females, 
65 to 106 years of age, who were apparently -healthy 
and without known heart disease. Little reliable in- 
formation has previously been available on this matter. 
The study was conducted by means of questionnaires 
sent to physicians throughout the United States. Care 
was taken to insure that the population sample was 
large, widely distributed and representative of various 
economic and ethnic groups. Physicians participating 
in the study were advised in ways to avoid fluctuations 
in blood pressure due to emotional factors. 

The average systolic and diastolic blood pressures 
for males and females, according to age, are shown in 
the chart below. The over-all average blood pressure 
for men was 145/82 and for women 156/84. Average 
systolic and diastolic blood pressures did not show 
a continuous rise with age after 65. After 74, systolic 
pressure declined slowly in women but remained 
essentially constant in men. Average systolic pressure 
showed little variation from ages 65 to 80 and tended 
to decline thereafter. 

A single set of blood pressure standards was com- 
puted for each sex. These are applicable to the entire 
apparently healthy population from age 65 to over 100. 
The middle 95 per cent range for males is 100-190/62- 
102, and for females 100-212/55-112. (Proc. Soc. Exper. 
Biol. & Med., 94:463, 1957.) 


CHART SHOWING MEAN BLOOD PRESSURES OF APPARENTLY HEALTHY AGED PEOPLE 


mm./Hg _ Number of Cases 


160 3 
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Cytomegalic Inclusion Disease 


CYTOMEGALIC INCLUSION DISEASE is a frequently fatal 
disease of neonatal life that often causes severe cerebral 
damage. and hematologic abnormalities. Over 100 cases 
have been reported. Isolation of the virus responsible 
for this disease was reported in 1957. The diagnosis 
may be made in the first few months of life by finding 
characteristic inclusion-bearing cells in the urinary 
sediment. 

McElfresh and Arey report three new cases that 
emphasize the variable sequelae of this disease follow- 
ing survival beyond the neonatal period. The first infant 
was born with purpura, splenomegaly and lympho- 
cytosis. On the fourth day of life, stained smears of the 
urinary sediment revealed epithelial cells containing 
large intranuclear inclusion bodies that almost filled the 
nucleus. A few cells contained intracytoplasmic inclu- 


sions. Death occurred at one year, following a com- | 


plicated course that included severe thrombocytopenia, 
anemia and development of hydranencephaly. At au- 
topsy, there were residual inclusion bodies in several 
viscera, and stenosis of the aqueduct of Sylvius, with 
little cerebral tissue remaining. 

The other two infants have survived to the ages of 26 
and 36 months. Both had petechiae, splenomegaly and 
jaundice soon after birth. Inclusion bodies in cells of 
the urinary sediment were found in each instance with- 
in a few weeks of birth, and in one case these persisted 
to the age of 11 months. The mental and motor de- 
velopment of both children has been retarded, but not 
strikingly, and in “scattered” areas of development 
only. 

These cases emphasize that this little-understood 
disease can be diagnosed easily. Further, they show 
that the disease is not always associated with severe 
mental and motor retardation. (J. Pediat., 51:146, 
1957.) 


Fibrillation in Syphilitic Heart Disease 


Most iCURRENT MEDICAL OR CARDIOLOGY TEXTBOOKS state 
that auricular fibrillation is uncommon in cardiovascu- 
lar syphilis. However, Smith and Stern (Memphis) 
found auricular fibrillation in 11.2 per cent of 125 
cases of syphilitic aortic insufficiency. In all cases, the 
diagnosis was made on the basis of classical signs of 
aortic insufficiency, a positive serologic test for 
syphilis or a history of syphilis and the absence of 
history or findings of other disease that might cause 
aortic insufficiency. 

In a comparable period, the diagnosis of rheumatic 
heart disease was made in 279 patients, and auricular 
fibrillation was present in 14.3 per cent of these. 
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The authors believe that this prevalent concep: of 
the rarity of auricular fibrillation in syphilitic h: rt 
disease derives from studies on the incidence of 
fibrillation, in which syphilis is unimportant on a jer- 
centage basis. This incidence varies with the number 
of cases of syphilis as compared to other types of heart 
disease. 

The authors find no “anatomic, pathologic, phy sio- 
logic or philosophic” reasons for auricular fibrillation 
being rarely associated with cardiovascular syphilis. 
(Am. Heart J., 54:280, 1957.) 


Early Diagnosis of Patent Ductus 


HoLve AND ApaMs present data on six children less 
than two and one-half years old (four of whom were 
less than one year) with patent ductus arteriosus. 
Absence of classical findings as seen in the adult or 
older child frequently leads to misdiagnosis and de- 
layed therapy in this age group. These authors em- 
phasize the need for special studies (cardiac catheteri- 
zation, aortography) and prompt surgical treatnient 
even in infancy, in selected instances. 

In one infant with cardiorespiratory difficulties, 
cardiac catheterization was withheld because of the 
“danger” of the procedure. However, the clinical 
diagnosis was uncertain and medical therapy was un- 
successful. At autopsy, a large patent ductus unac- 
companied by other cardiac abnormalities was found. 

Management approaching ideal is exemplified by an 
eight-month-old infant with respiratory difficulties, 
feeding problems, cardiomegaly and a systolic mur- 
mur. Cardiac catheterization was accomplished imme- 
diately and the diagnosis made of patent ductus with- 
out accompanying anomalies. Great improvement fol- 
lowed prompt ligation of the ductus arteriosus. (J. 
Pediat., 51:164, 1957.) 


Atelectasis in Congenital Heart Disease 


RIVKIN AND HIs AssociaTEs have observed that apart 
from the inherent technical problems associated with 
operations on small children with intracardiac forms 
of congenital heart disease, the postoperative period 
has presented unusual difficulties. Respiratory com- 
plications have been a major concern when character- 
ized by viscid secretions and bronchiolitis. These 
respiratory difficulties have been accentuated by the 
necessity for a bilateral thoracotomy to provide an 
adequate surgical exposure. 

The authors noted that atelectasis of the left lung 
was a frequent complication, occurring either before 
or after surgery in these children. Even more often, 
they noted episodes of transient atelectasis in the left 
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lower lobe of the lungs, which at times progressed to 
a massive collapse of the left lung. They presented 
eight representative cases of this syndrome which 
have been recognized during a period of 15 months. 
Five of these patients had ventricular septal defects, 
one an aorticopulmonary window, another a patent 
ductus arteriosus with coarctation of the aorta and one 
had total anomalous pulmonary venous return to the 
right atrium. In five cases, atelectasis was present prior 
to surgical correction of the defect. In three cases, 
massive collapse of the left lung of the patient ap- 
peared for the first time during the postoperative 
period. 

This form of massive atelectasis has been seen only 
in infants with symptomatic congenital heart disease. 
Furthermore, it has selectively involved the left lung. 
In all of the patients, there has been an increased blood 
flow through the lung, and serious degrees of pul- 
monary hypertension. At surgery, the pulmonary 
artery was observed to be large, tense and pulsatile. 

The atelectasis of the left lung has been ascribed to 
compression of the left main bronchus by an enlarged 
left pulmonary artery. Furthermore, bronchoscopy 
has revealed that the obstruction is extrinsic and in- 
volves the left main stem bronchus at the site where 
the left pulmonary artery crosses it. Massive atelecta- 
sis involving the right lung has not been observed. 
This may be due to the altered relationship between 
the right pulmonary artery and its corresponding 
bronchus. 

The prevalence of this condition in infancy is prob- 
ably related to the small lumen and the softness of the 
bronchus. The authors consider the appearance of 
partial or total collapse of the left lung an indication 
for, rather than a contraindication to, definite correc- 
tion of the cardiac anomaly, since spontaneous reso- 
lution of the atelectasis has been observed only after 
curative cardiac surgery. (J. Thoracic Surg., 34:116, 
1957.) 


Central Nervous System Sarcoidosis 


FrrzpaTRIck AND Ewart report a case of central ner- 
vous system sarcoidosis manifested by headaches, 
somnolence, confusion, agitation and hemiplegia. 
Abnormal spinal fluid findings included increased 
pressure, persisting pleocytosis, increased proteins 
and decreased sugar. Striking beneficial effects to the 
patient followed the use of prednisone. The steroid 
was discontinued after three months of treatment and 
there was a prompt relapse. Therapy was resumed 
with marked clinical improvement. For this reason, 
prednisone has since been maintamed. (Arch. Int. 
Med., 100:139, 1957.) 
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PROTECTIVE EFFECT OF 3-AMINO-1, 2, 4-.TRIAZOLE 
(AT) AGAINST tONIZING RADIATION 


Unprotected 
Mice 


Survivors after 30 days 


Protection Against X-Rays 


IN THE SEARCH for methods of protection against the 
lethal effects of ionizing radiation, Feinstein and Ber- 
liner tested 3-amino-1,2,4-triazole (AT). When in- 
jected intraperitoneally into mice, the compound rather 
consistently protected a large percentage of the animals 
against as much as 650 r of x-rays (see illustration 
above). The doses of AT employed were well tolerated 
by the mice. (Science, 125:936, 1957.) 


Acetazoleamide and Renal Calculi 


GorRDON AND SHEPS OBSERVE that an association has 
been reported between administration of acetazolea- 
mide (Diamox) and the formation of calcium calculi 
in the urinary tract. A patient of their own developed 
renal colic after taking acetazoleamide for a long time 
as therapy for epilepsy. The authors found that ad- 
ministration of the drug in this patient, as well as in 
five normal subjects, was accompanied by a reduction 
in the excretion of citrate in the urine and an increase 
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in calcium excretion. They believe that the tendency 
of acetazoleamide to provoke renal calculi is plausibly 
explained by its action in reducing urinary citrate 
excretion. It is thought that urinary citrate combines 
with calcium to form a relatively undissociable and 
soluble complex, thus reducing the amount of ionized 
calcium that can precipitate as insoluble calcium salts 
in the urinary tract. (New England J. Med., 256:1215, 
1957.) 


Antiemetic Properties of Proclorperazine 


FRIEND AND McLemore studied the effect of proclor- 
perazine (Compazine) in 25 cases of nausea and vomit- 
ing from various causes. It proved effective in a dose 
of 10 mg. by mouth or intramuscularly every 4 to 6 
hours, or as a rectal suppository of 50 mg. once daily. 
The authors speculate that since the drug is effective 
in smaller doses than chlorpromazine, it may actually 
produce fewer toxic reactions. Proclorperazine also 
controlled vertigo in two patients with Méniére’s syn- 
drome, and hiccough in one patient with uremia and 
in one following gastrectomy. (Arch. Int. Med., 99: 
732, 1957.) 


Diabetes and Pituitary Necrosis 


IT HAS LONG BEEN KNOWN that there is a mutually an- 
tagonistic reaction between insulin and a hormone 
produced by the anterior pituitary gland. Thus, dia- 
betes observed in hypophysectomized-depancreatized 
dogs is much less severe than that seen in dogs in 
which the pancreas alone has been removed. This 
phenomenon, which has become known as the Hous- 
say phenomenon, has been observed rarely in man. 

Kemp reports a case in which there was sudden 
amelioration of diabetes mellitus occurring in associa- 
tion with pituitary necrosis secondary to metastatic 
carcinoma. The necrosis presumably resulted from 
involvement of the blood supply of the gland by metas- 
tatic carcinoma from a primary lesion in the larnyx. 
(Arch. Int. Med., 99:814, 1957.) 


Effect of Hydrocortisone on Bilirubin Excretion 


THERE IS EVIDENCE that cortisone and ACTH can re- 
duce hyperbilirubinemia, especially in acute hepatitis. 
The mechanism by which this reduction is brought 
about has not been precisely determined. Some studies 
have indicated that these hormones cause an increase 
in both volume and bilirubin content of duodenal 
fluid, thus exerting a choleretic action. 

Shay and Sun reinvestigated the possible choleretic 
action of these agents by determining the volume, 
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bilirubin concentration and total bilirubin output f 
bile collected for a four-hour period from the T-tu:.¢ 
in the common bile duct in ten post-cholecystectoi: y 
patients who had received 100 mg. of hydrocortiso ie 
intravenously. Their study indicates that this single 
administration of hydrocortisone did not cause aiiy 
choleretic action, during the period of the study. (A.w 
England J. Med., 257:62, 1957.) 


Polyvinyl Sponge in the Repair of Abdominal Wall 


Hernias 


MANY FOREIGN MATERIALS have been used to reinforce 
or replace tissues in the repair of ventral and inguinal 
hernias, especially tantalum and stainless steel mesh. 
Abrahams and Jonassen have used polyvinyl sponge 
(Ivalon) in the repair of six recurrent inguinal hernias, 
three femoral hernias and seven postoperative ventral 
hernias. 

Single sheets of polyvinyl sponge, 2 millimeters 
thick, were used to reinforce the fascia in these her- 
nias. When the sponge was placed beneath the fascial 
layer, no serum collections were noted. In cases where 
the sponge has been placed subcutaneously, serum 
collections occurred in some patients but these were 
cleared by aspiration. In two of these patients, wound 
infections developed but healed with conservative 
management without extrusion of the sponge or dis- 
ruption of the repair. These patients have been fol- 
lowed for a minimum of two years with no evidence of 
recurrence. (Surgery, 42:336, 1957.) 


Intraductal Papilloma of the Breast 


THERE Is a wide divergence of opinion as to the sig- 
nificance and treatment of intraductal papilloma, ac- 
cording to Hendrick. He presents the findings in 208 
patients observed between 1933 and 1951. He has 
complete follow-up reports on 92 per cent of these 
patients. These 208 patients were encountered in 
1,361 patients who had operative procedures per- 
formed on the mammary gland. 

The most frequent presenting symptom was spon- 
taneous, bloody discharge from the nipple. In about 
half of the patients with bloody discharge, a small 
tumor mass was observed at examination. Twenty per 
cent of the patients complained of pain and tenderness 
in the breast involved with the intraductal papilloma. 

Point pressure with the finger over the various seg- 
ments of the areolar area was used to demonstrate 
which duct contained the bloody secretion. In 207 
of the patients, the involved duct and the tributary 
parenchyma were then excised. Simple mastectomy 
was performed on one patient. 
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Of the 92 per cent of patients that have been fol- 
lowed from five to 18 years, none has developed car- 
cinoma in the ipsilateral breast, although two of the 
patients later developed a carcinoma in the opposite 
breast. 

Hendrick believes that intraductal papilloma is not 
associated with malignant disease and that the treat- 
ment should consist of the removal of the involved 
duct and its tributary breast parenchyma. (Surg., 
Gynec. & Obst., 105:215, 1957.) 


Tularemic Lung Abscess 


SANBORN AND HIS ASSOCIATES report two cases of 
tularemic lung abscesses in which the patients sur- 
vived. This rare complication, although previously 
reported in the literature, has usually been fatal. 
Chlortetracycline was used in the treatment of the 
two patients. In one, a residual cavity remained, which 
was treated by segmental resection. 

Tularemic pleural-pulmonary disease is important, 
for it simulates pulmonary tuberculosis (nodular 
bronchopneumonia, lobar consolidation, varying de- 
grees of tracheobronchitis, and pleurisy with effusion). 
These lesions are an integral part of the disease and 
are not due to secondary bacterial invasion. Cavitation 
in tularemic pneumonia results from the coalescence 
of focal necrosis, with absorption and expectoration 
of the central necrotic debris. There is great similarity 
between the microscopic appearance seen in tubercu- 
losis and in the caseous necrosis of tularemia. (J. 
Thoracic Surg., 34:85, 1957.) 


Outbreak of Infectious Hepatitis 


A SMALL OUTBREAK Of infectious hepatitis due to failure 
to apply accepted control measures is described by 
Peczenik and Duttweiler. Especially noteworthy in 
this epidemic was the large proportion of cases in 
individual families and the number of cases in children. 

The first four connected cases were school-age chil- 
dren with dates of onset within a ten-day period. 
Entirely circumstantial evidence pointed to a food 
handler as a possible source of these initial cases. 
Ten cases were linked by person-to-person contact 
to the initial four cases of the outbreak. In at least one 
case, management within the hospital apparently con- 
tributed to the spread of the infection to other pa- 
tients. This hospitalized patient was in a semi-isolation 
area in a portion of a large open ward with practically 
nonexistent isolation facilities. No aseptic nursing 
teclinique was practiced, bedpan sterilization was 
poor, and the patient and attendants had apparently 
reccived no instructions in necessary precautions, 
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such as thorough hand washing or other personal hy- 
gienic measures to prevent the spread of the disease. 
This failure in nursing technique apparently ac- 
counted for cross-infection of two patients who were 
concurrently cared for by the same attendants caring 
for the hepatitis patient. 

The authors discussed appropriate control meas- 
ures, including the need for adequate utilization of 
laboratory procedures as criteria for diagnosis and 
recovery, the necessity for hospitalization of all cases 
so that they might be maintained under proper isola- 
tion for an adequate period of time, and the necessity 
for prompt use of immune serum globulin for the pre- 
vention of secondary cases. (Arch. Int. Med., 100:101, 
1957.) 


Mechanism of L.E. Phenomenon 


Ir Is NOW WIDELY KNOWN that the serum of a patient 
having systemic lupus erythematosus induces changes 
in white blood cells in vitro. Thus, some white cells 
show swelling of the nucleus and others are marked by 
the appearance of bodies resembling these swollen 
nuclei in cytoplasm. The latter cells are known as L.E. 
cells (see illustration below). 

Holman and Kunkel have presented evidence that 
the changes in leukocytes are induced by direct com- 
bination of L.E. factor with cell nuclei and nuclear 
nucleoprotein. The authors suggest that the factor may 
be an antibody—possibly an autoantibody to nucleo- 
protein or desoxyribonucleic acid. (Science, 126:162, 
1957.) 


The L. E. phenomenon 
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Transplacental Poliomyelitis 


Barsky AND Bgate report the finding of poliomyelitis 
virus in the stools of three stillborn infants of mothers 
with acute poliomyelitis. This is a clear demonstration 
of intrauterine infection since the possibility of con- 
tamination of meconium with virus seems remote. 

The authors point out that poliomyelitis is seldom 
diagnosed in the first year of life, and very rarely 
recognized in the neonatal period. In their three cases, 
the presence of the virus would not have been known 
without special virus studies. Thus, it is probable that 
cases of poliomyelitis infection in infants are missed in 
the absence of virus studies. (J. Pediat., 51:207, 1957.) 


Metastases to the Spleen 


In 213 CONSECUTIVE CASES of carcinoma of various 
organs, Goldberg found 12 instances of splenic metas- 
tases (5.6 per cent). In two of these cases, propagation 
to the spleen occurred via lymphatic vessels. This type 
of spread to the spleen has not been previously de- 
scribed. 

The primary lesions in these cases were in the 
breast and common bile duct respectively. In both 
cases, the spleens were grossly normal. In both the 
splenic artery and the tributaries of the splenic vein, 
distended lymphatics were seen in the adventitia. The 
lumina of these lymphatics were engorged with tumor 
cells. The endothelial linings of the lymphatics were 
clearly visible. Follicular arterioles in the white pulp of 
the spleen were surrounded by small lymphatics dis- 
tended with tumor cells. No blood vessels were found 
to contain metastases. 

These observations establish the presence of deep 
lymphatics in the white pulp of the spleen—hitherto 
thought to be absent or very sparse. (Lab. Invest., 6:383, 
1957.) 


ACTH and Urinary Pepsinogen 


URINARY PEPSINOGEN is often elevated in patients with 
peptic ulcer. It is also elevated by administration of 
ACTH. Hirschowitz and Streeten have demonstrated 
that the mechanisms for elevating pepsinogen levels in 
the urine are different in these two situations. 

In subjects receiving ACTH, there was no sig- 
nificant increase in gastric pepsin output or in plasma 
pepsinogen level. Instead, there was an increased 
clearance of pepsinogen by the kidney, due to both an 
increased glomerular filtration rate and _ probably 
changes in the tubular reabsorption of filtered pep- 
sinogen. 

The high urinary pepsinogen levels in ulcer patients 
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resulted from elevated plasma pepsinogen leve ;. 
There was normal renal clearance of pepsinogen. ( /. 


Lab. & Clin. Med., 50:209, 1957.) 


Antibiotic Synergism 


THERE Is an increased incidence of infections with aii- 
tibiotic-resistant staphylococci. Antibiotic combiia- 
tions are often used to delay the development of aiiti- 
biotic resistance by these organisms. Elliot and Hall 
have carefully studied the combined activity of 12 
antibiotics in 66 different pairs against 30 strains of 
staphylococci. 

Only ten of the 30 strains of this organism were 
susceptible to penicillin. Cross-resistance with other 
antibiotics occurred in a much higher incidence among 
the penicillin-resistant than the penicillin-susceptible 
staphylococci. 

High degrees of resistance were frequent with 
streptomycin and the tetracycline group, but resist- 
ance was rare to newer antibiotics. Bacteriocidal ac- 
tivity was most marked with neomycin, vancomycin 
and bacitracin. 

When antibiotics were paired, antagonism of bac- 
teriostatic or bacteriocidal effects was very rare. True 
synergism was also seldom found, the effects of com- 
binations being mainly additive. This addition was 
frequent when the strain tested was susceptible to both 
antibiotics singly. When an antibiotic was ineffective 
used singly, it had little or no effect in a combination. 

Additive effects were most striking in the combina- 
tions of novobiocin with vancomycin, bacitracin with 
chloramphenicol, and erythromycin with cycloserine. 


(J. Lab. & Clin. Med., 50:242, 1957.) 


Activation of Tuberculosis from Prednisone 


RuML AND HAELIG OBSERVED the effects of prednisone 
in a patient with disseminated lupus erythematosus. 
At the onset of therapy, the x-ray of the chest showed 
slight scarring in the right apex as well as calcified 
nodules in both hilar regions and in the right lower 
lobe. During the 14-month period of steroid therapy, 
the pulmonary lesions were carefully watched. They 
were unchanged after two months and nine months of 
treatment. When uncontrollable fever recurred, there 
was a delay in suspecting active tuberculosis infection, 
and the patient died. At autopsy, in addition to the 
evidence of disseminated lupus erythematosus, there 
was a severe, fatal, disseminated tuberculosis. 

In addition to the prednisone therapy, other factors 
may have predisposed to tuberculosis in this case, in- 
cluding general debility, malnutrition, and diabetes 
mellitus. (Am. Rev. Tuberc., 76:140, 1957.) 
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Diagrams of simultaneous phonocardiograms and venous pulse 
tracings to illustrate the two-step-stair type of venous pulse 
(left) and the double independent type of wave (right). 


The Venous Pulse 


THE NORMAL VENOUS PULSE, in the neck along the 
sternocleidomastoid muscle, is visible but not palpable. 
During expiration, or with abdominal pressure, the 
pulsations are shifted toward the head. During in- 
spiration and in the upright position they are shifted 
toward the chest and may disappear behind the clav- 
icles. 

Cossio and Buzzi of Buenos Aires have re-analyzed 
the normal venous pulse and the variations produced 
by disturbances in cardiac function. In each cardiac 
cycle, two venous waves are visible. The atrial a wave 
is larger and presystolic. The ventricular v wave is 
smaller and diastolic. (The ¢ wave is not visible.) 

At normal or rapid heart rates, an ascending “two- 
step-stair” configuration, followed by a quick collapse, 
is common. The v wave is nearer to the following than 
the preceding a wave. Thus, the smaller v wave is seen 
first, then the larger a wave, followed by a quick down- 
ward systolic collapse (see diagram above). 

At low heart rates, a “double independent wave” con- 
figuration is common. Diastole is longer, and the v 
wave is nearer to the preceding a wave. Thus, the 
larger a wave is seen first, then the smaller v wave, 
then the diastolic collapse (see diagram above). 

These authors distinguish four types of pathologic 
venous pulse. A positive venous pulse is certain 
evidence of tricuspid insufficiency when it is co- 
incident with the end of ventricular systole. A positive 
venous pulse is also noted in ventricular extrasystoles, 
and in supraventricular paroxysmal tachycardias when 
atrial systole is coincident with the preceding ven- 
tricular systole. 
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Absence of venous pulse, or fluttering in engorged 
neck veins may be due to superior vena caval ob- 
struction, or mechanically ineffective atrial activity 
as in atrial fibrillation. 

Absence of shifting of the venous pulse occurs in 
cardiac tamponade and chronic constrictive peri- 
carditis. 

Giant presystolic venous pulse is exaggeration of 
the normal @ wave, and occurs in tricuspid stenosis 
(stronger atrial systole) and right ventricular failure 
(high right ventricular diastolic pressure). 

These authors emphasize that distinction between 
arterial and venous pulses is based chiefly on con- 
figuration and shifts with respiration rather than tim- 
ing and palpability. (Am. Heart J., 54:127, 1957.) 


Tuberculin Testing at Home. 


VOLLMER PROPOSES that mothers be educated to use the 
tuberculin patch test every three months on their 
children, beginning during the first half year of life 
and continuing into adolescence. Only in this way, he 
believes, will it be possible to provide early diagnosis 
and treatment of primary tuberculosis—the most im- 
portant single measure for the control of that disease. 

It is noteworthy that at the beginning of this cen- 
tury, most of the population were positive reactors to 
the tuberculin test. At that time, roentgenographic 
examinations were a satisfactory screening method for 
the diagnosis of tuberculosis. With the passage of 
time, the number of positive reactors in the childhood 
population has steadily decreased, so that roentgeno- 
graphic screening is no longer very helpful. This em- 
phasizes that the tuberculin test has assumed increas- 
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ing importance as a diagnostic method. However, as 
Vollmer reasons, tuberculin testing on children must 
be done more often than once a year if primary tuber- 
culosis is to be detected in its incipiency. Hence his 
thought that the testing program should be placed in 
the hands of mothers. Of course, the final interpreta- 
tion of the supposedly positive test and the decision 
as to treatment would remain in the physician’s 
province. 

For this method of case finding to be successful, a 
considerable educational program for physicians and 
the public would be necessary. It is agreed that there 
is no danger in repeated use of the patch test: More- 
over, the test is reliable enough for screening pur- 
poses of this sort. The cost of such a program would be 
negligible. It would not be intended to replace 
periodic physical examinations; indeed it would sup- 


plement them. (Am. J. Dis. Child., 93:396, 1957.) 


Reading Epilepsy 


STEVENS REPORTED a case of primary reading epilepsy. 
This syndrome was diagnosed by the history of a 
generalized grand mal seizure occurring only after 
reading The patient experienced a feeling of twitch- 
ing of the jaw before the generalized seizure. When 
reading was stopped, the jaw jerking ceased and the 
seizure was shortened. Fairly prolonged reading was 
. usually necessary, during which the patient experi- 
enced first a feeling as if the jaw were moving and then 
actual movement of the jaw. The electroencephalo- 
gram was normal with the patient awake and asleep, 
but reading evoked bilaterally synchronous spike dis- 
charges in the tracing. 

Treatment consisted in avoiding prolonged reading. 
Diphenylhydantoin sodium (Dilantin), 100 mg. three 
times a day, was prescribed. The patient observed that 
the jaw jerks were less distressing but actually no less 
frequent. (New England J. Med., 257:165, 1957.) 


Tuberculosis in BCG-Vaccinated Nurses 


DeFriez Bapcer reported their experience with 
tuberculosis in BCG-vaccinated nurses. The vaccine 
was administered to 166 nurses with negative tuber- 
culin tests. Eight other tuberculin-negative nurses 
refused to participate in the BCG program. Eighty- 
four nurses were tuberculin-positive and therefore did 
not receive BCG. 

Six of the 166 student nurses receiving BCG con- 
tracted tuberculosis during training. The disease also 
developed in three of the 84 student nurses who were 
tuberculin-positive on entering training. Thus, the 
frequency of the disease in the two groups was the 


130 


same—3.6 per. cent. None of the eight unvaccinai. | 
negative reactors subsequently developed tuber: .- 
losis. 

The disease developed in five of the six cases in (..¢ 
vaccinated group within 12 months of the time of t :¢ 
successful vaccination. In the sixth case, the dise:.¢ 
developed 16 months after vaccination. Among tic 
initially tuberculin-positive nurses who developed 
tuberculosis, the interval between entering training 
and the diagnosis of the disease ranged from four to 
24 months. 

An analysis of the clinical features of the nine cases 
with tuberculosis showed no dissimilarity among them. 
The character of the x-ray lesion, the clinical course. 
the length of sanatorium treatment and the time spent 
away from work were the same in the two groups. 

This series was too small for any good statistical 
conclusions. However, from this small group, there 
was no evidence that BCG offered any significant pro- 
tection to the tuberculin-negative student nurses, nor 
did it alter the subsequent course of the tuberculosis 
that followed vaccination. (New England J. Med.. 
257:161, 1957.) 


Glutethimide (Doriden) Poisoning 


McBay Anb Karsas srupieD four fatal cases of glute- 
thimide intoxication pathologically and _toxicologi- 
cally. Their studies indicated that 10 to 20 Gm. of 
glutethimide taken orally may cause death when the 
victims do not receive any medical attention. (New 


England J. Med., 257:97, 1957.) 


Cardiorespiratory Syndrome in Obesity 


LILLINGTON AND HIS ASSOCIATES report a series of eight 
cases characterized by marked obesity and alveolar 
hypoventilation with hypoxemia and secondary poly- 
cythemia, in the absence of intrinsic pulmonary di- 
sease. Cyanosis, excessive lethargy and somnolence 
are characteristically present. In addition to the arte- 
rial hypoxemia and absolute polycythemia, laboratory 
studies reveal hypercapnia, compensated respiratory 
acidosis, pulmonary hypertension and abnormalities of 
pulmonary ventilation. 

The immediate cause of the arterial hypoxemia 
appears to be alveolar hypoventilation caused by the 
extreme obesity. The alveolar hypoventilation in ex- 
treme obesity is a result of impaired ventilatory me- 
chanics. It was also demonstrated that in patients with 
primary pulmonary or cardiac disease, obesity aggra- 
vates the dysfunction. Appropriate loss of weight 1s 
accompanied by reversal of this complication. (Dv. 


of Chest, 32:1, 1957.) 


GP Volume XVI, Number 5 


a 

x 


Premenstrual Sexual Excitation 


Q. A girl, 17 years of age, has, for the past year or so, 
gone on a monthly “‘binge.’’ About three or four days 
before her period, she has an extreme urge for male 
companions and will stay out all night. At other 
times, she is a natural, normal girl. Her menses 
started at 13 and have been regular and normal. 
Physical examination reveals no abnormalities. Could 
this be a type of premenstrual nymphomania ? What 
would be the suggested treatment ? 


A. Many women do have increased sexual desire dur- 
ing the few days before menstruation. In other women, 
such a period of increased desire occurs at the time of 
ovulation. These changes in sexual desire are probably 
related to changes in the ovarian hormones occurring 
at these times. In most women, such increased desire 
as occurs at these times can usually be handled without 
important changes in behavior, of the kind described in 
this particular girl. In the case of this girl, one would 
therefore suspect that psychologic factors have con- 
tributed to her changed behavior at these times. Further 
study of this girl might show that, for example, she was 
seeking male companions not only because of the in- 
creased sexual urge but also because she wanted some 
special reassurance from them about herself, or perhaps 
also because she found them more agreeable than her 
own family. In the absence of further information these 
suggestions are mere speculations, but they illustrate 
the kinds of factors which a further psychologic study 
could bring out. 

The first approach to this patient should be a psy- 
chologic one, with a careful exploration of the meaning 
of the girl’s behavior. In this, an effort should be made 
to discover other motivations than the physical-sexual 
one. Such a study may show the need for psychother- 
apy. Endocrine preparations should not be used until 
psychologic techniques have been exhausted, and 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


should only be used then if a definite endocrine ab- 
normality can be demonstrated. In this case, the peri- 
odic increase in the girl’s urge is probably not abnor- 
mal. What is abnormal is her handling of it, and this 
requires a psychologic approach. 


Treatment of Migraine 


Q. In the case of a patient who is subject to attacks of mi- 
graine headaches and also so-called abdominal mi- 
graine, what is the treatment when the patient cannot 
tolerate ergot-type medication ? 


A. It would be helpful to know what is meant by the 
statement that the patient cannot tolerate ergot-type 
medication. It is well known that many patients de- 
velop side effects from ergotamine tartrate. These in- 
clude nausea and vomiting, tingling of the hands and 
feet, muscle pains, and substernal oppression. Often it 
is difficult to decide whether these “‘side effects” are a 
result of the medication or the migraine itself. This is 
especially so in the instance of nausea and vomiting. 
In any event, the “side effects” often can be prevented 
or controlled by combining a sedative (e.g., pento- 
barbital sodium), a tranquilizing agent (e.g., chlorpro- 
mazine), or an anticholinergic agent (e.g., atropine sul- 
fate) with the ergotamine tartrate and caffeine, which 
are the mainstay of the treatment of migraine. How- 
ever, if there are persistent paresthesias, substernal 
oppression, or pain in the abdomen or extremities, 
ergotamine tartrate should not be used. Under the 
latter circumstances, dihydroergotamine may prove to 
be a suitable substitute. This drug must be given by 
injection (subcutaneously or intravenously) ; the usual 
dose is 1 mg. repeated in an hour if necessary. 

Many other drugs have been used in the treatment 
of migraine. For the most part, however, they lack the 
specific effect of ergotamine. A possible exception is 
the inhalation of 100 per cent oxygen. 
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In the management of a case in which there is in- 
tolerance for ergotamine tartrate, it would seem all the 
more important to apply measures that would be in- 
tended to prevent episodes of migraine. Psychotherapy, 
sedatives, and tranquilizing agents might be considered 
for this purpose. For the patient’s part, something can 
be accomplished if he will learn to avoid deadlines and 
will acquire the habit of making a conscious effort to 
relax frequently during each day. 


Carotenemia 


Q. A 10-month-old female infant is entirely normal in- 
cluding blood counts except for yellow coloring of the 
skin (carotenemia ?) and distinct yellowish discolora- 
tion of the teeth. The mother has polycystic kidneys, 
and there was pyelonephritis during pregnancy, 
treated with large doses of Mysteclin for six months. 

1. Does the diagnosis of carotenemia, because of all 
other findings being normal, appear justified ? 

2. Is it unusual for this pigment to discolor the teeth ? 

3. In your opinion, will pigment remain in the de- 
ciduous teeth until their loss ? 


A. 1. Carotenemia certainly seems a good possibility 
in this apparently normal 10-month-old female. How- 
ever, not enough information is sent to be certain of 
this. Carotenemia is due to excessive ingestion of caro- 
tene-containing vegetables (such as squash, sweet pota- 
toes and other yellow vegetables). The child’s skin 
assumes a faint yellow color, most noticeable as a rule 
on the cheeks and palms, but the sclerae are not icteric. 
Discontinuance of the high carotene intake results in 
disappearance of the yellow discoloration. Many nor- 
mal babies have this condition, but cretins have a 
greater disposition to carotenemia. Personally, I have 
not noted the teeth to be discolored in patients with 
carotenemia. Naturally, it is possible for mild jaundice 
due to liver dysfunction to exist with few or no general 
symptoms. I do not believe that the mother’s poly- 
cystic kidneys with infection during pregnancy is re- 
lated to the baby’s yellow discoloration. 

2. Since the patient is 10 months of age, it is as- 
sumed that only the incisor teeth (centrals and lat- 
erals) have erupted. The crowns of these teeth are 
formed, for the most part, during intra-uterine life, 
although it is not complete until the first few months 
after birth. A yellowish discoloration of the teeth has 
been observed in patients with carotenemia. However, 
itis observed more frequently in patients with jaundice. 
The pigment is incorporated into the enamel and 
dentin during the period of calcification of the tooth. 

3. The pigment will remain in the deciduous teeth 
until they are exfoliated, for it has been incorporated 
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in the enamel and dentin during the calcification o! the 
teeth. The pigment is usually distributed through the 
enamel and dentin. If the yellowish discoloratio: is 
unsightly, bleaching of the surface of the enarnel 
might be accomplished to improve the appearance. 


Recurrent Dermatitis 


Q. What is the etiology and treatment for dermatitis 
(maculopapular or occasionally vesiculopapular) with 
marked itching, occurring only on old scars? Erup- 
tions are recurrent and seem related somewhat lo emo- 
tional upsets. Antthistaminic or steroid preparations 
offer only temporary relief. Sedation does not appear 
to alter the course appreciably. 


A. The phenomenon is probably related to lichen 
chronicus simplex, may be called chronic lichenoid 
dermatitis, and exhibits the “‘auto-eczematization”’ that 
dermatologists often see and sometimes write about. 
The patients are frequently hypoproteinemic, even 
though the diet may appear to be adequate. They re- 
spond to high protein diet, weekly injections of 500 
micrograms of By», prednisolone 5 mg. t.i.d., and an 
ointment used sparingly containing 1 per cent tetra- 
cycline and 1 per cent hydrocortisone. The patient 
should abstain from caffeine. The mouth should be 
cleaned up if infected, and the denture should be 
made: adequate for chewing. Indeed stress does have 
its ill effects in this condition; what can be done about 
this ought to be done. While final cure is not likely to 
be achieved, good and fairly enduring palliation is 
gratifying. 


Recurrent Urticaria 


Q. A 15-year-old white female patient has had repeated 
attacks of “hives.” The only definitely known ag- 
gravating factor is Nylon. The patient improved con- 
siderably when a new Nylon living-room set was re- 
turned for some other type fabric. She usually re- 
sponds to antihistamines when taken at the first sign 
of an attack. Occasionally parenteral antihistamines, 
epinephrine and prednisone must be used. Do you 
have any suggestions as to the management of this 
patient ? 


A. The patient in question needs a complete allergic 
survey. This should include all skin tests (scratch and 
intradermal), patch tests for cosmetics, and a food 
diary kept for a period of at least three weeks. It is to 
be hoped that by these methods the causes for the 
urticaria may be determined. On that basis alone. a 
satisfactory regimen could be developed. 


GP Volume XVI, Number 5 


= 
: 
; 


Fungus Fighter 


(Fifth Annual Antibiotics Symposium, Washington, 
D. C., Oct. 2.) IN FIRST HUMAN TRIALS, the new antibi- 
otic, amphotericin, shows great promise against deep- 
seated fungous infections. Amphotericin (tradename, 
Fungizone) was successful in treating five of six pa- 
tients with cryptococcal meningitis, and a few with his- 
toplasmosis, blastomycosis, coccidioidomycosis, and 
moniliasis. It apparently can remain in the bloodstream 
long enough for fungicidal effects without causing seri- 
ous side effects.— Summary of reports from clinical 
teams from the U.S.P.H.S. Communicable Disease Cen- 
ter, Kansas City, and National Institutes of Health, 
Bethesda, Md. 


Increased Hazard of Penicillin 


(Ibid, Oct. 2.) SEVERE REACTIONS to penicillin are ap- 
parently becoming more frequent. A survey from 1953 
to the present, covering 5,431 general hospitals and 
1,637 private physicians, discloses 1,072 severe or life- 
threatening reactions from antibiotics. The preponder- 
ance of reactions was due to penicillin.— Dr. Henry 
Wetcu, Food and Drug Administration, Washington, 
D. C., and Drs. C. N. Lewis, H. I. WemnsTern and A. 
STAFFA. 


Control of Penicillin Reactions 


(Ibid, Oct. 3.) THE ENzyME, penicillinase, works so 
rapidly and efficiently to counteract penicillin reac- 
tions that its use could possibly prevent the 200 to 300 
deaths predicted this year from the drug sensitivity. 
“I would suggest that just as adrenalin is on hand in 
every doctor’s office and hospital for anaphylactic reac- 
tions, penicillinase also be on hand in every doc- 
tor’s office and hospital where penicillin is used—to 
prevent such tragic anaphylactic accidents.”— 


Dr. R. M. Becker, Madison, Wisc. 


Here each month are published notes of progress 

in diagnosis and treatment as reported at recent medical meetings. 
GP’s aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 

in the daily press and weekly newsmagazines. Report of a new theory 
or therapeutic claim here, prior to its formal endorsement 

in the medical literature, is not to be regarded as endorsement 

or verification by the editorial staff. 


MEDIGRAMS 


Unchanged Staphylococci 


(Ibid, Oct. 3.) Srupies at Milwaukee County General 
Hospital do not find that resistance of staphylococci to 
antibiotics has changed significantly in the last five 
years. “The burden of proof still rests with those who 
postulate that antibiotic usage has had a profound 
effect on the world of bacteria.”—Dr. Burron A. 
Waissren and Cart L. Strreuirzer, Milwaukee. 


Polio—Results and Future 


(U.S. Department of Health, Education and Welfare 
announcement, Washington, Oct. 10.) IncipENcE of 
paralytic polio has dropped 80 per cent in the last two 
years, mainly due to Salk vaccine. “If people will use 
the vaccine available, it is possible to give paralytic 
polio a knockout blow within the next year.”” But more 
than 37 million Americans under 40 have received no 
vaccine; even more have not completed a full series of 
inoculations.—Marion B. Fotsom, secretary, HE W. 


Predicting Alcoholism 


(American Chemical Society, New York, Sept. 9.) IN RE- 
SEARCH soon to be reported, “we believe we have found 
several ‘earmarks’ or tests for potential alcoholics, 
which can be applied to youngsters. By recognizing 
potential alcoholics early and watching and adjusting 
their nutrition, we are confident that alcoholism can be 
prevented.” Craving for alcohol appears to stem from 
biochemical or nutritional bases, and in thousands of 
humans, supplementation of diets has lessened or 
abolished alcoholic craving.—Dr. Rocer J. WitttaMs, 
University of Texas Biochemical Institute. 


Allergy Defense 


(Ibid, Sept. 11.) By A NEW METHOD, pure antibodies are 
obtained from the blood of animals exposed to hay 
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fever pollen. A next step is to determine whether the 
antibodies can actually protect against the antigen, and 
be employed for effective defense of human victims of 
hay fever and other allergies. Pure antibodies are 
achieved by percolating sera through a small column 
of resin-like material.—Dr. AtEec SEHON, assistant pro- 
fessor of chemistry, L. Gyengs, and Dr. B. Rose, McGill 
University, Montreal. 


New Tranquilizers 


(Ibid, Sept. 8.) CLINICAL TRIALS are under way with four 
new families of powerful tranquilizing agents, some of 
which exhibit 20 times the strength of chlorpromazine 
in animal tests. These synthetic derivatives of adren- 
ergic blocking agents are chemically different from any 
drugs now available for treating psychiatric patients.— 
Dr. Jack Mitts, W.N. Cannon, Drs. R.E. McManon, 
D.E. Morrison, ALBERT POHLAND and associates, Eli 
Lilly and Company, Indianapolis. 


Cancer Drugs 


(Ibid, Sept. 12.) Many REPORTS of cancer-effective drugs 
are based on tests with transplanted tumors, and so 
are misleading and susceptible of raising false hopes. 
Results with transplanted tumors are not directly ap- 
plicable to spontaneous cancers.—Dr. Jacos Furtu, 
Children’s Cancer Research Foundation, Harvard Medi- 
cal School, Boston. 


TB Complications 
(American Academy of Pediatrics, Chicago, Oct. 8.) 


Ison1aziD is effective in preventing complications of 
tuberculosis in children, a 30-month study of 2,750 
tubercular youngsters finds. The drug is administered 
daily for one year after diagnosis of primary tubercu- 
losis. In controlled studies, 80 per cent of those treated 
had not developed bone or nerve complications. Ob- 
servation of the children will continue through ado- 
lescence.—Dr. Frank W. Mount, U.S. Public Health 
Service, Washington, D.C. 


Preventing Cretinism 


(University of Michigan announcement, Ann Arbor, 
Sept. 24.) DIAGNOSIS coupled with heavy thy- 
roid medication promises to prevent mental and physi- 
cal retardation caused by congenital hypothyroidism, 
or cretinism. ‘We have discovered concrete data, for 
the first time, that early diagnosis and treatment with 
larger than generally used doses of thyroid medica- 
tion will result in the child’s attaining a normal IQ and 


good physical development.” Presence of one or more 
of the following medical criteria may indicate the need 
for laboratory tests for congenital hypothyroidism: 
High birth weight (over eight pounds) ; umbilical hernia, 
feeding or respiratory difficulty at birth, constipation, 
retarded growth, dry skin, lethargy, and unusual 
sleepiness immediately post-natally.—Dr. H. 
BEIERWALTES and Dr. Gzorce Lowrey, University of 
Michigan. 


Miscarriages Forestalled 


(New York Academy of Sciences conference on fertility 
hormones, New York, Oct. 8.) AN INJECTABLE HORMONE, 
Delalutin, offers new hope for maintaining pregnancy 
in women with a history of repeated miscarriages. 
Eighty-three women—all of whom had earlier had at 
least three consecutive miscarriages—produced 56 
living babies from 83 pregnancies when under treat- 
ment with the hormone. In 353 earlier pregnancies, 
they had been delivered of only 45 live infants.— Dr. 
Epwarp C. REIFENSTEIN, JR., Squibb Institute for Medi- 
cal Research. 


Menstrual Delay 


(Ibid, Oct. 8.) Tastes of a new hormone, Norlutin, 
closely related to progesterone, can postpone men- 
struation for as long as a patient’s physician deems 
necessary. Progesterone is not effective after ovulation 
has occurred, but the new drug does forestall men- 
struation even after ovulation if the medication has 
begun a week before the normal date for start of men- 
struation. Postponement may be medically desirable 
during family “‘crises” such as marriage of a daughter, 
or a patient’s own marriage. Conjunction of a normal 
menstrual period with important business affairs, 
athletic competitions, and similar circumstances can 
also be regulated with this drug.—Dr. R. B. Green- 
BLATT, Medical College of Georgia. 


Judicious Use of X-rays 


(American Roentgen Ray Society, Washington, Oct. 1.) 
Duacnostic x-rays should be employed only when 
really necessary, due to the wide genetic effects on 
Americans from all sources of radiation. There is no 
sign that there is a threshold dose of radiation ex- 
posure below which mutations are not produced. In- 
stead, even the lowest doses are proportionately mu- 
tagenic, and all doses, however distributed, are addi- 
tive or cumulative in effect, making extreme caution 
in x-ray use desirable.—Dr. H. Bentiey Guass, The 
Johns Hopkins University. 
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Special Features 


A Statistical Analysis of General Practice 


FRANK BROOKS, M.D. 


Tuis 1s a statistical report of office visits during the 
first three years of a general practice. To my knowl- 
edge, a statistical report limited to office visits is new. 
However, office calls constitute a major part of modern 
medical practice, and it is therefore essential to analyze 
their character. 

Quantitating a general practice helps determine 
what problems may be expected. It properly empha- 
sizes prior education and the intelligent selection of 
equipment. 

The scientific method, and therefore statistical 
methods, has been applied to the teaching and re- 
search branches of medicine but so far has not been 
widely applied to analyzing the practice of medicine. 
Certainly, many aspects of medicine are difficult to 
reduce to statistics. For instance, individual skill can- 
not be reduced to statistics. Certain categories of things, 
common to the general practice of medicine, can be 
quantitated. Such things as location, doctor-population 
ratio, office hours, fees, age of the doctor and age of 
the patient, time of year, the nature of the illness, the 
number of visits and even the religion are all known 
factors which can be treated statistically. 

The practice considered here began in two offices, 
each shared with another general practitioner, in each 
of two adjacent suburbs of a large midwestern city. 
The population of these suburbs, when the practice 
began, was about 15,000 and 3,000. Of course, the 
ratio of M.D.’s per 1,000 population is more important 
than total population. In the larger suburb, there were 
four other general practitioners and 18 assorted spe- 
cialisis; in the smaller suburb there were only two other 
gencral practitioners and no specialists. The greater 
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demand for a general practitioner was inevitably in the 
smaller suburb. I was 30 years of age when I began 
this general practice. 


Establish Categories 


Only office calls for individual patients were re- 
ported. Visits were listed under the month in which 
they occurred; and patients were divided according to 
age: (1) birth to one year (2) one to five years (3) five 
to ten years, then by decades. 

One of the differences between medicine as it is 
taught and medicine as it is practiced is the categoriz- 
ing of pathology. In practice, division either by patho- 
logic process involved or by body system involved can- 
not be strictly followed. Some visits, of course, include 
no pathology. For these reasons, the following 17 
practical categories were adopted: negative physical, 
immunization, ENT, lung, heart, vascular, blood, 
gastrointestinal, genito-urinary, endocrine, nervous, 
pregnancy, eye, skin, allergy, muscular and ortho- 
pedic. The graphs which accompany this article 
(Tables 3-19) represent totals of visits according to age 
and month of year for the body system involved. 

Over the three-year-period, 2,237 patients made 
6,142 office visits, an average of 2.75 visits per patient 
in three years, or an average of one visit every 13 
months. 


Many ENT Cases 


Of these 6,142 office visits, 20 per cent were for ear, 
nose and throat ailments. Next most frequently seen 
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OFFICE VISITS OFFICE VISITS DURING THREE-YEAR PERIOD 
(Total: 6,142) (Total: 6,142). 


Number 
of 
Visits 


1,232 


| 
| 


07 


OFFICE ViSiTS 
(Total: 6,142) 


J 


By Age Groups (Shown by year) 
(A Total of 2,237 Patients Made the 
6,142 Visits) 


Percentage 
of Patients 


ree ete 


skin, G.I. and orthopedic. The next 25 per cent (roughly) was comprised 
of five categories of cases. The remaining cases were divided into eight 
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a Table 1. Table 2. 
Percentage 
; Number of 
Pa of Visits Disease Category Total Visits 
Number 
ee of Patients 
Birth - 1 yr. %6 
10-20 281 13 
20-30 344 15 
e . 
40-50 297 13 
aa 50 - 60 156 .07 
Mere than 50 per cent of the office calls fell into four categories: ENT, 
60-70 100 04 
- ee 70-80 58 03 classifications. 
80-90 22 01 


+ 
Table 3. Table 4. Table 5. 
ENT SKIN GASTRO-INTESTINAL 
(Total Visits: 1,232 or 20%) (Total Visits: 838 or 13.6%) (Total Visits: 646 or 10.55%) 
By Months By Months By Months 
Number Percentage Number Number Percentage 
a of of ENT of of Skin of of Nervous 
Cases Cases Cases Cases Cases Cases 
Jenvery 166 13 84 10 76 12 
17 | 7 | 100 | 15 
March 104 08 58 07 09 
April 92 07 54 0% 50 08 
May 74 06 59 35 05 
June 45 3 05 16 02 
July 83 07 66 08 43 07 
August 88 07 1 106 13 44 07 
September 95 (08 | 106 59 .09 
October 103 08 | 10 52 08 
November 103 08 oo. | 07 57 09 
December | 2 07 47 06 54 08 
ENT SKIN GASTRO-INTESTINAL 
(Total Visits: 1,232 or 20%) 3 (Total Visits: 838 or 13.6%) (Total Visits: 646 or 10.55%) 
By Age Groups (Shown by years) By Age Groups (Shown by years) By Age Groups (Shown by years) 
Number Percentage Number Percentage Number Percentage 
of of ENT of of Skin of of Nervous 
Cases Cases Cases Cases Cases Cases 
With «1 Year 3s | 03 20 | 04 10 | 02 
5-10 272 22 89 W 47 .07 
10-20 149 | 12 126 15 36 .06 
20-30 135 AW 120 14 78 12 
30-40 191 16 141 7 163 25 
130 WW 80 10 110 17 
67 05 77 10 70 W 
29 .02 74 09 51 .08 
8 01 14 02 15 02 
7 01 3 _ 25 .04 
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ORTHOPEDIC NERVOUS SYSTEM . NEGATIVE PHYSICALS 
: (Total Visits: 494 or 8%) (Total Visits: 467 or 7.6%) = (Total Visits: 313 or 5.1%) 
By Months By Months By Months 
Number Percentage Number Percentage 2 Number Percentage of 
of of Orthopedic of of Nervous : of Negative Physicals 
Cases Cases Cases Cases Cases 
Janvery 51 10 80 26 08 
47 10 42 9 22 07 
31 | 06 3s | 23 | (07 
April 39 | 26 06 26 08 
May | 36 07 29 06 29 09 
Sune 13 03 22 20 06 
duly 34 07 31 07 35 
August 53 57 12 37 12 
September 59 12 51 38 12 
October 55 33 29 09 
November 42 .09 04 18 06 
December 3s 322 | 12 | 
ORTHOPEDIC NERVOUS SYSTEM :: NEGATIVE PHYSICALS 
(Total Visits: 494 or 8%) (Total Visits: 467 or 7.6%) ze (Total Visits: 313 or 5.1%) 
< By Age Groups (Shown by years) By Age Groups (Shown by yeers) Ze By Age Groups (Shown by years) 
Number Percentage of Number Percentage Number Percentage 
of of Orthopedic of of Nervous 4 of Negative Physicals 
Cases Cases Cases Cases . Cases 
Birth-1 Year 2 4 : 46 
5-10 13 03 10 02 22 07 
10-20 45 09 31 o7 72 23 
20-30 45 09 79 53 
30-40 55 nu 181 32 43 
40-50 151 | a) 31 | 10 
50-60 7 16 90 19 10 03 
70-80 73 15 6 - 
80-90 4 01 4 - 
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Table 9. Table 10. 


VASCULAR 
(Total Visits: 293 or 4.78%) 


LUNG 
(Total Visits: 284 or 4.6%) 


GENITO-URINARY 
(Total Visits: 282 or 4.6%) 


By Months By Months By Months 
Number Percentage Number Percentage Number Percentage of 
of of Nervous of of Lung of Genito-Urinary 
Cases Cases Cases Cases Cases Cases 

26 09 55 19 24 .09 

34 12 36 13 27 -10 

34 12 20 .07 31 WM 

30 -10 29 10 21 07 

30 10 23 08 22 08 

9 .03 03 W 04 

20 07 W 04 26 09 

21 07 7 05 34 12 

35 12 27 09 20 07 

22 .07 22 07 30 W 

18 06 18 06 21 07 

14 05 20 15 05 

VASCULAR LUNG GENITO-URINARY 


(Total Visits: 293 or 4.78%) 


(Total Visits: 284 or 4.6%) 


(Total Visits: 282 or 4.6%) 


By Age Groups (Shown by years) 


By Aye Groups (Shown by yeors) 


By Age Groups (Shown by years) 


oe Number Percentage Number Percentage of Number Percentage of 

Birth-1 Year 2 0 

1. 1 - | 4 | 

1 06 9 .03 

3 01 20 07 4 01 

13 04 25 08 68 24 

31 48 88 31 

18 06 73 70 25 

65 .22 “4 04 9 07 

122 42 44 5 12 04 

26 09 6 02 5 02 

13 04 8 03 01 
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‘Table 13. 


| Table 14. 


ENDOCRINE 
(Total Visits: 263 or 4.3%) 


IMMUNIZATIONS 
(Total Visits: 221 or 3.6%) 


PREGNANCY 


(Total Visits: 197 or 3.2%) 


By Months 


By Months 


Number 


Percentage 
of Endocrine 
Cases 


Number 
of 
Cozes 


73 
v7 
17 
22 
21 
15 
10 
7 
13 
W 


Bis 8 8 


ENDOCRINE 
(Total Visits: 263 or 4.3%) 


IMMUNIZATIONS 
(Total Visits: 221 or 3.6%) 


PREGNANCY 


(Total Visits: 197 or 3.2%) 


By Age Groups (Shown by years) 


By Age Groups (Shown by years) 


By Age Groups (Shown by yedrs) 


Number Percentage Number Percentage Number Percentage 

of of Endocrine of of of of OB 

Cases Cases Cases Immunizations Cases Cases 
Birth-1 Year 64 29 
1- 5 47 21 0 
10-20 3 o | 31 14 1 31 16 
20-30 6 02 5 02 ‘ 121 oY 
30-40 49 19 8 04 45 .23 
40-50 113 42 13 06 0 
50-60 as 17 9 04 
60-70 47 5 02 
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Table 12. 
: By Months 
Percentage Number Percentage 
et of of of OB 
Immunizations Cases Cases 
A January 32 12 33 19 10 
February 20 08 .08 15 .08 
March 20 .08 08 18 09 
= April 20 .08 10 18 09 
Re May 23 09 10 17 09 
June 12 05 10 05 
— 
ei 5 July 21 .08 16 .08 
a August 19 07 18 09 
September 32 12 20 10 
October 26 16 .08 
November 16 06 14 07 
December 22 .08 0S 16 08 


Table 15. Table 16. Table 17. 
ALLERGY HEART MUSCULAR 
(Total Visits: 171 or 2.8%) (Total Visits: 161 or 2.6%) (Total Visits: 130 or 2.1%) 
By Months ‘ By Months By Months 
Number Percentage Number Percentage Number Percentage 
of of Allergy of of Heart of of Muscular 
Cases Cases Cases Cases Cases Cases 
January 16 09 18 23 18 
February 06 24 as 12 09 
March ; 2 01 23 14 8 06 
April 5 03 12 07 12 09 
May 13 .08 18 08 
: June 10 06 7 04 a .03 
July 14 08 14 09 7 
August 40 23 10 06 8 06 
September 23 | 12 07 12 09 
October 14 08 7 .04 12 09 
November 10 06 10 06 10 08 
December 13 08 04 08 
ALLERGY HEART MUSCULAR 
(Total Visits: 171 or 2.8%) (Total Visits: 161 or 2.6%) (Total Visits: 130 or 2.1%) 
By Age Groups (Shown by years) By Age Groups (Shown by years) By Age Groups (Shown by years) 
Number Percentage Number Percentage Number Percentage 
of of Allergy of of Heart of of Muscular 
Cases Cases Cases Cases Cases Cases 

Birth-1 Year 2 01 0 0 
1- 5 q 14 08 - 
5-10 1S 2 01 3 02 
10-20 65 38 9 06 12 09 
20-30 10 06 3 02 27 .20 
30-40 26 15 20 12 31 24 
40-50 20 12 13 08 31 24 
50-60 6 04 34 21 16 12 
60-70 1 = 52 32 3 02 
70-80 0 0 18 AW 3 02 
80-90 9 06 4 .03 
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EYE 
Total Visits: 120 or 1.9% Total Visits: 29 or 0.5% 


By Months By Months 


Number Percentage Percentage 
of of Eye ; of Blood 
Cases Cases : Cases 


& : Total Visits: 120 or 1.9% E Total Visits: 29 or 0.5% 
a : By Age Groups (Shown by years) By Age Groups (Shown by years) 
: ne Eye of of Blood 
ae Cases Cases Cases Cases 
6 05 3 10 
$-10 W 09 3 10 
10-20 14 12 a 4 
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was some skin condition, totaling 13.6 per cent; fol- 
lowed by gastrointestinal, 10.5 per cent, then ortho- 
pedic, 8 per cent (Table 2). 

The number of visits did vary significantly from 
month to month. The heaviest months were January, 
February and September, being respectively 12.7 per 
cent, 11.2 per cent and 10.1 per cent of the total. 
March, August and December were intermediate; the 
remaining months were each less than 8 per cent of the 
total. 

The greatest number of visits were made by patients 
in the 30-40 year age group, unless one combines all 
ages from birth to 10 years (Table 1). It should be re- 
membered that 30-40 years is the age group of the 
author. Next highest were the 20-30 year group. More 
than 50 per cent of the patients seen were in the age 
range from 10-50 years. Forty-eight per cent were in 
the age range of 20-50 years. 

In this survey, one out of every five office visits was 
for some condition of the ear, nose or throat. These 
conditions were primarily infectious. Certainly the 
common cold and its complications, in this practice, 
remain the most frequent health problem of all ages. 

Conditions of the skin were second highest, prob- 
ably higher than their significance warrants. One must 
remember that in this category were included lacera- 
tions, abrasions, contusions (including many injuries 
without fracture), measles, scarlet fever and scarletina. 
Neurodermatitis and fungus infections of the skin made 
up the majority of the remainder in this semi-miscel- 
laneous category. Allergic dermatoses were not in- 
cluded here, but rather were put under “allergy.” In 
short, traumatic, infectious, neurogenic and infesta- 
tious conditions were all included under the general 
heading of “‘skin.” Most of these conditions were ob- 
viously of minor significance in their seriousness, dura- 
tion and degree of disability produced. But they do 
represent many minor annoyances occurring frequently 
enough to cause an unpredictable loss in efficiency if 
not frank disability. 

Gastrointestinal disturbances were third highest in 
frequency as the reason for office visits. Although no 
compilation of percentage incidence of diagnoses was 
made in this or any other category, the impression was 
that approximately half of the gastrointestinal dis- 
turbances seen were attributable to periodic influenza. 
The next largest subgroup resulted from obesity due to 
malnutrition. The so-called functional bowel disorders 
do not actually constitute a large percentage of the 
total of the gastrointestinal disturbances seen. A sur- 
prising number, though still not a high percentage, of 
such complaints was found due to parasitic infestations 
of which one must always be suspicious or he may well 
miss the cause of vague abdominal complaints. 
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An interesting corollary was noted in the number of 
patients in all age groups whose last visit had been dur- 
ing the immediately preceding year. This number 
represents, more or less, the percentage who con- 
tinued to visit the same doctor. It is seen that the same 
age groups continue to visit with the same frequency 
with two exceptions: the 40-50 year group and the 70— 
80 year group both increased the frequency of their 


visits. 


Left to Conjecture 


Significance of office visits depends considerably on 
accurate determination of diagnoses involved. Since 
accurate diagnoses cannot be assured, it is not worth- 
while to consider what must then be presumed and 
conjectural reasons behind the remaining categories of 
lower incidence of office visits. Whether or not the 
age group 40-50 years returns to the doctor with 
increasing frequency because they have, for instance, 
an increased incidence of cancer, or some other 
disease, is likewise conjectural and cannot be deter- 
mined from this survey. Whether the increased in- 
cidence of return visits for the 70-80 year age group is 
because of increased incidence of complaints or an 
actual increase in disease is also conjectural and 
indeterminable from this survey. 

The significance of the incidence of the various cate- 
gories rests considerably on proper diagnosis, a condi- 
tion which cannot always be met in practical medicine. 
The practicing physician is always faced with the fact 
that the diagnostic procedures necessary may be more 
expensive than the total cost of treatment which 
assures recovery. 

The effect of the tangible variables of location, 
population ratio, time of office hours, fees, age group 
of the doctor, and religious and other social associa- 
tions, cannot be determined in a single survey of this 
sort. Only by comparing the effect of these variables in 
many surveys of this kind can one begin to determine 
objectively the effect of such factors. Some effect these 
factors must have, and their effect must be considered 
in the practice of medicine. 


Pattern of Visits Changes 


The significance of office visits in the practice of 
medicine is also affected by the changes in the progress 
of civilization. The effect of the telephone, good roads, 
antibiotics, anti-inflammatory agents and the age of 
anxiety all must be considered when one attempts to 
determine why a patient comes to see a doctor. 

No one can deny that a carefully elicited history can 
be sufficient to make a diagnosis, and a careful history 
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can be taken over the telephone. That convenience, 
and the basic dislike many people have for seeing 
doctors, going to the hospital and otherwise admitting 
that they have something wrong with themselves, 
make many people prefer to seek medical advice over 
the telephone. It is also more convenient for the doc- 
tor to take care of more people by consulting with some 
by telephone. 

Certainly most doctors are aware of the time wasted 
in going to and from a house call. Good roads make it 
easier for the doctor to reach his patient quickly when 
needed; the telephone makes it easier for the doctor 
to delay or omit making a house call unless it is need- 
ed. Certainly the convenience which the telephone 
and good roads offer both the patient and the doctor 


has an effect in reducing the number of office visits. 


Cultural Effects Noticed 


Conversely, the feeling of need the patient has for 
visiting a doctor has increased, though indirectly, be- 
cause of good roads. The increase in communication 
between rural and urban areas, brought about in part 
by good roads, has slowly broken down the family as 
the economic unit and has progressively built larger 
and larger urban centers of economic activity. In these 
urban and suburban areas reside sons and daughters 
now away from home and away from the psychologic 
self-sufficiency which the family unit used to provide. 
Such individuals, on their own, unassisted by a family, 
are psychologically more’ apt to seek help from any 
socially acceptable source. Sometimes they are even 
quite insistent that help come to them immediately, so 


greatly do they feel insecure in their lack of the «id- 
time, family-assured, home remedy or reassurance. 
The doctor receiving such a summons assures hin) .elf 
more or less readily that such urgency exists only in 
the mind of the patient and then assures the paticnt 
that this particular situation can be better remedied by 
an office visit. 

The day of painstaking, time-consuming home treat- 
ment has also been markedly changed by the advent of 
antibiotics and other wonder drugs. The picture of the 
doctor sitting at the bedside through the night of crisis 
in pneumonia has now been replaced by the picture of 
the doctor making a telephone call to order an anti- 
biotic to stop progression of a pharyngitis that might 
otherwise become a pneumonia. 

Because the use of home remedies has decreased and 
the insecurity of the patient has increased, the patient 
seeks the doctor more often. But because of the in- 
creased convenience of good roads and the telephone, 
plus the greater effectiveness of modern medicines, the 
doctor can now more readily and safely treat the 
patient at home via the telephone. Whether these fac- 
tors offset each other in determining the number of 
office visits is not known; but these factors should not 
be ignored in any survey to determine the significance 
of office visits. 

What the doctor does see in his office constitutes 
the majority of his practice. And it is certainly in his 
office that the majority of his patients receive their 
first, if not their only, impressions of the character of 
the doctor’s care. It seems wise, therefore, to know 
what kind of distress is apt to bring a patient to the 
doctor’s office. 


Interprofessional 
Sounding Board 


In THE BEsT American tradition of cooperative counseling, a unique organization called the 
Cincinnati Interprofessional Council of Licensed Medical Professions, brings together physi- 
cian, dentist, veterinarian, pharmacist and nurse for informal discussions of problems that 


may jointly concern their professions. 

Since its inception, in December, 1955, when the Academy of Medicine of Cincinnati 
invited the other four participating groups to an exploratory session, two subjects have 
dominated the group’s thinking and discussions: public relations and legislative policy. 

The Council does not set policy and does not even have a constitution or by-laws. It serves, 
rather, as a sounding board: the representatives cite the thinking of their organizations on 
matters affecting two or more of the professions. These views are then transmitted by the 
representatives to their own organizations for possible joint action. 

In public relations, the Council seeks to coordinate interprofessional team services for the 
betterment of the public health. On the legislative level, the council concerns itself with 
matters ranging from neighborhood to national levels. 

Conferences with the State Industrial Commission are currently under way in an effort to 
reach a solution to the problem of expediting payment to nurses in compensation cases. It 
seems that nurses must wait weeks and sometimes months before they are paid on compensa- 
tion cases. —Scope WEEKLY, August 7, 1957. 
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WILLIAM A. McCLELLAN, M.D. 


More and more general practitioners 

will be called upon to function as industrial physicians 
for the companies which continue to expand 

into outlying areas of the nation. 

Dr. William McClellan, assistant 

in the department of general practice 

at the University of Tennessee, has written 

the following article to help orient 

the general practitioners who will serve in industry. 


THE DEMANDS that the nation has made upon the Amer- 
ican physician have changed as environmental and 
cultural habits have changed. For the past 60 years, our 
environment has become increasingly industrialized 
and this change has produced new medical problems. 
General practitioners are more frequently called upon 
to deal with these problems because more of their pa- 
tients are employed by industry or use chemicals on 
the farm. A board of occupational medicine, depending 
upon specialists in preventive medicine, has recently 
been formed. However, as of June, 1956, only 164 
certificates had been issued by this board. The prob- 
lems existing must be dealt with, for the most part, by 
general practitioners practicing preventive medicine in 
the industrial environment. 

Since 1949, health provisions have been included in 
contract bargaining, and there are now 100 million 
people in the United States who have some form of 
health or hospital insurance. Some physicians, at the 
present time, obtain as much as 60 per cent of their in- 
come from insurance plans. Competition for available 
medical care is intensified by the experience of medi- 
cally protected industries. The accident rate of these 
industries, in some instances, has dropped as much as 
39 per cent. Occupational disease has dropped as much 
as tl per cent; compensation premiums have dropped 
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The General Practitioner in the Industrial Environment 


as much as 24 per cent, and employee turnover has 
dropped as much as 25 per cent. It is estimated that a 
small plant employing 100 persons can have minimum 
adequate medical care provided by about three hours 
of a physician’s time in the plant per week. Sixty per 
cent of the nation’s workers are employed in small 
plants, and the job of caring for them falls largely to 
general practitioners. 


Third Party Has Stake 


When a general practitioner assumes a part-time in- 
dustrial practice, he comes in contact with a situation 
different from the one he is accustomed to in private 
practice. There is a third party, the employer, who has 
a legitimate interest in the patient, and furthermore, 
this third party often assumes payment for the medical 
services rendered. There is the necessity of thinking 
first in terms of preventive medicine, and second in 
terms of therapeutic medicine; and there is the neces- 
sity of coping with Workmen’s Compensation repre- 
senting the government. All of these factors pose new 
ethical problems. Therefore, the physician should 
have a thorough agreement with all parties concerned, 
and should discuss openly any points of issue before he 
contracts for medical services. He needs a basic under- 
standing with labor and management, that his services 
will be of value only if utilized in a program designed 
primarily to medically protect and benefit the individu- 
al worker. The confidential doctor-patient relationship 
must hold and must be respected by all parties. 


Should Have Nursing Assistance 


If the physician assumes responsibility for continu- 
ous coverage of the plant, the service must be rendered 
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primarily in the plant, not in the physician’s private 
office. There must be adequate and competent assist- 
ance in the plant at all times when the physician is not 
present. This assistance, of course, is best rendered by 
a registered nurse acting under written orders in the 
physician’s absence. 


Physician Must Have Authority 


A physician’s ethical position is the same in in- 
dustrial and private practice; he must always be sure 
that none of his contracted services are contrary to his 
ethical code or to public interest. He must be sure that 
none of these services will make it impossible for him to 
render adequate medical care. In medical questions 
the physician must be the unquestioned authority, and 
it should be understood before his employment that his 
authority will not be countermanded in medical 
matters. These are the minimum necessities if a medical 
service is to be provided which will protect both em- 
ployer and employee and enable the physician to 
render a high standard of medical care. 

Any program of preventive medicine in industry is 
based on physical examination of employees and appli- 
cation of the findings to produce safer industrial oper- 
ations. To properly apply the findings of physical ex- 
aminations, the physician must first understand man- 
agement aims, work hazards present, and available 
ancillary medical facilities. If the physician is to be suc- 
cessful in carrying out a physical examination pro- 


Any survey should begin with a review of dispensary records. Similar 
diseases, similar injuries, similar complaints in different people may 
point to occupational disease as may recurrent complaints in the same 
individual. 
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gram, he must first secure the cooperation of mana.e- 
ment and labor. The physical status of each emplo: ce 
should then be checked before employment, annux ly 
or bi-annually, whenever they return to duty after an 
illness, and whenever employment is terminated. If 
examinations are done at these times and the findi:gs 
are properly applied, more adequate and safer job 
placement may be anticipated. There will be early <e- 
tection of illness in employees, estimation of severity 
and residual effects of injuries will be obtained, and 
there will be a record of the physical state of all em- 
ployees terminating employment. 

The workers profit in such a program by early 
disease detection, and by full employment without 
aggravation of any existing disease. These same bene- 
fits accrue to management, for there are fewer Work- 
men’s Compensation claims when the workers are in 
better health. Further, absenteeism is reduced, hiring 
mistakes are reduced, lost time is decreased and 
worker efficiency is increased. All of these things, of 
course, result in lower cost of production. The value of 
such examinations to the employee has been clearly 
shown at the University of Pennsylvania, where 30 per 
per cent of all patients examined were found with pre- 
viously undetected disease, and only 20 per cent of all 
patients examined were found to have no disease. 

Every physical examination should be complete, ex- 
cept for periodic examinations referred to special organ 
systems when the worker encounters unusual hazards. 
An estimate of the patient’s psychiatric status and 
mechanical tests of visual and auditory functions should 
be included in each physical examination. Laboratory 
work should include at least routine blood studies 
(preferably hematocrit, white blood count and differ- 
ential), urinalysis and chest x-ray. A pelvic examina- 
tion of women is usually not done routinely in an in- 
dustrial physical examination. This represents, at 
present, a necessary compromise. Good public rela- 
tions are necessary in a programof this sort, and en- 
forced pelvic examination on women employees may 
result in poor public relations. This does not mean that 
the physician should neglect this region. On the con- 
trary, he should be alert for any signs of disease in this 
area, should offer pelvic examination where necessary 
and should recommend that any female patient suffer- 
ing from a gynecologic disorder have a pelvic examina- 
tion done by a physician of her choice if she so wishes. 
The patient should request that a report be given the 
industrial physician by the private physician in a 
gynecologic illness. It is wise to use a standard form 
for recording history and physical examinations in in- 
dustry, since these records are easily filed, readily 
comparable and show the status of any individual 
employee at a glance. 


GP Volume XVI, Number 5 


MM 


— 


Standing Orders Necessary 


Traumatic injury in most industries is unavoidable 
no matter how good the job placement. Treatment of 
such injuries until fairly recently has been almost the 
only concern of many physicians rendering industrial 
medical care. Although the emphasis in industrial 
medicine is shifting to preventive medicine, there 
must still be adequate preparation for all injuries. If the 
physician is present when injury occurs, he will as- 
sume primary responsibility, but in his absence there 
must be safeguards to assure that injuries are safely and 
correctly handled. Standing orders for the industrial 
nurse to use in the doctor’s absence are universally 
accepted. These written orders should always care- 
fully delineate the nurse’s responsibilities. 


Must Learn Hazards 


The physician must become acquainted at firsthand 
with the existing hazards in the industry, in order that 
he may correctly evaluate the industrial significance of 
illness in employees being employed for the first time 
and in those returning to work. The information 
gathered on plant inspections may be used as a basis 
for establishing a health and safety program to reduce 
or prevent accidents and disease. Industries often start 
safety programs in advance of industrial medical pro- 
grams or industrial hygiene programs; and if a physi- 
cian should find this situation in his plant, he is well- 
advised to co-ordinate his programs with the existing 
safety program. The medical and hygiene programs, 
however, should never be merely subordinate to safety 
programs. 

When an industrial physician coordinates his ac- 
tivities with an industrial hygienist, the most perplex- 
ing of industrial health problems can often be solved 
and their further occurrence prevented. In small in- 
dustries, certainly an industrial hygienist will not be 
available full-time, though often public and private 
agencies will make part-time industrial hygiene help 
available. For a good industrial hygiene program, an 
industrial hygienist is as much a necessity as a physi- 
cian and nurse are for a good medical program. A 
good industrial hygienist usually has had engineering, 
chemical or physics training, followed by special 
courses in industrial hygiene. Since nine out of ten 
accidents are caused by improper work attitude, lack of 
knowledge or skill, fatigue or psychogenic factors, it is 
easy to see that a good industrial hygiene program is 
also in need of a consultant psychiatrist. 

Before making an industrial inspection, a physician 
should become acquainted with his state’s Workmen’s 
Compensation laws and with the industrial health and 
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safety regulations. He should hold a conference with 
the plant management; and, if it is a large organization, 
with the company medical director before and after his 
inspection. 

Any survey should begin with a review of the dispen- 
sary records. Similar diseases, injuries and complaints 
in different people may point to occupational disease, 
as may recurrent complaints in the same individual. 
Hazardous occupations may thus be noted through 
dispensary records. The physician should request 
that someone in the company who knows all of the 
operations (the industrial hygienist is ideal if available) 
be assigned to accompany him on his inspection. 


Community Relations Significant 


It is equally important that the industrial physician 
realize that his industry affects the health of the com- 
munity, and the importance of free consultation with 
other physicians should be brought to the attention of 
management. Complete understanding as to the free- 
dom of consultation should be reached early in any 
medical program. Actually there is usually less trouble 
in this matter from industry than there is from medical 
colleagues, but such misunderstanding will be mini- 
mized if ethical practices are closely observed by all 
physicians concerned. If the health of the patient re- 
mains the prime objective of all participating parties, 
all difficulties in these matters should be capable of 
solution. Available community agencies, for example, 


“The physician must become acquainted at firsthand with the existing 
hazards in the industry in order that he may correctly evaluate the 
industrial significance of illness in employees being employed for the 
first time and returning to work.” 
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STANDING ORDERS 


Stending orders should inciude orders to cover the nursing management of 
hemorrhage, shock, asphyxia and unconsciousness, with explicit instruc- 
tions as to the actions the nurse is to take. A nurse should not be expected to 
undertake definitive treatment nor to make initial diagnosis, but her duties 
should be limited to those which are lifesaving and tissue conserving until 
attendance of a physician can be obtained. Further orders should be written 
te cever abrasions, contusions, lacerations, puncture wounds, slivers and 
splinters, burns and scalds, chemical burns, sprains and strains, fractures, 
ocular injuries, ocular foreign bodies, major and minor thermal burns, 
ocular burns and flash injuries, conjunctivitis, head, chest and abdominal 
injuries, heart attacks, electric shock, epileptic seizure, heat cramps, heat 
stroke and syncope. 

In addition to these orders, there will be clinic patients presenting them- 
selves with fever, headache, carache, toothache, nosebleed, sore throat, 
respiratory infections, abdominal distress, dysmenorrhea, menorrhagia, 
metrorrhagia, complications of pregnancy, dermatitis and other illnesses. 
ft is important that orders be left for the nurse as to what she may and 
may not do in these instances. 

Each industrial facility has problems of its own, and the foregoing list 
will need to be revised and completed for each such individual industry, but 
it is almost certain that each of the conditions that has been listed will be 
seen at some time in every industry. Certainly a disaster plan for each in- 
dividual plant thet is fully understood by the nurse, the supervisors, the 
safety men and the responsible administrative personnel is necessary. Any 
people, such as plant guards, who may be expected to have disaster 
duties should be told as precisely as possible what they will be. There 
should be plans for handling seriously injured workers, including first aid, 
transportation, hospitalization, medical and surgical, hospital and con- 
' gultative services, plasma, oxygen and fresh blood. 


Christmas seal x-ray units, local hospitals and Red 
Cross, should be contacted by the physicians, sup- 
ported by the physician and the industry he repre- 
sents, and the services of these agencies should be 
utilized whenever possible. 


Good Records Required 


When, as in industrial medicine, such diversity of 
services is needed, the importance of good records is 
obvious. Records in the medical department should 
always be regarded as privileged and confidential com- 
munications between the doctor and patient, and ex- 
cept for special records set up for the purpose, should 
not be opened for perusal by any third party. Two 
types of records are necessary to achieve this. The 
first, confidential records, include physical examina- 
tion forms, laboratory and x-ray forms, consultation 
forms, illness and injury records and progress notes. 
The second group are nonconfidential forms for 
legal and managerial functions. These should include 
employment evaluation and recommendation forms, 
injury report forms, return to work forms, and other 
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forms to fit the specific needs of different industrial 
situations. It must always be borne in mind that enou sh 
information, must be finally available to management to 
enable them to efficiently utilize the facts obtaine:| in 
the particular industry, by the medical department, 
for the benefit of the whole community. 

Record handling and imparting of necessary intor- 
mation to management, while protecting the confiden- 
tial doctor-patient relationship, calls for tact, skill and 
insight. It is worth repeating that the employer has a 
valid interest in the health of his employees which he 
evinces by assuming legal responsibility in providing 
for the cost of medical care and occupational disability. 
It is, therefore, customary and practical for a physician 
to transfer this confidential information to managerial 
groups, by classifying employees by permitted physical 
activity. Medical information concerning patients 
should be available, of course, to the patient’s private 
physician, if this will aid in preserving the patient’s 
health. 


Special Ethical Problems Arise 


Other ethical problems arise from the fact that 
people within the plant represent a “captive” popula- 
tion and must come to the industrial physician for 
medical advice while they are at work. A patient’s free- 
dom of choice of physician is not infringed upon, how- 
ever, because an industry contracts with one physician 
or group of physicians to attend in the plant dispen- 
sary. Freedom of choice in this situation has been de- 
fined as that which can be exercised between physician 
and patient under the usual conditions of employment. 

The industrial physician should refer all nonoccupa- 
tional illnesses to the physician of the patient’s choice, 
except in emergencies when he should attend the pa- 
tient until relieved by another physician, and in minor 
illnesses in which other medical advice would not be 
sought. Permission to treat any coincidental and un- 
related disease of any workman should never be 
solicited by any industrial physician. Further, a physi- 
cian cannot ethically enter into any contract that makes 
adequate or competent medical service impossible, is 
contrary to sound public policy, evades acts regulating 
the practice of medicine, or is obtained or developed 
through advertising, solicitation, underbidding or like 
practices. This does not mean that applying for a job in 
an organized program directly, through an agency, or 
through a medical society is unethical; nor is it un- 
ethical to apply for such a job where no previous or 
present industrial or medical program exists. 

Many of the administrative problems that the in- 
dustrial physician faces call for constant review of the 
physician’s ethical obligations. Probably the most difh- 
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cult problems of this nature in industrial medicine are 
the problems concerned with Workmen’s Compensa- 
tion laws. They are now actively functioning in all states 
and nationally for federal employees. There is no doubt 
that they represent a real social advance, but contact 
with them is troublesome to the average physician. 


Must Learn Compensation Laws 


The evolution of these laws from the common law 
was arduous, and further revisions will occur. The 
first protection the working man had, that of common 
law, functioned for small industries where employer 
knew each employee, but the employee was not pro- 
tected against the routine risks of his work (he was as- 
sumed to take this risk knowingly when employed) 
against accidents in which his own negligence was con- 
tributory, or against accidents caused by a fellow ser- 
vant. This made recovery by the worker almost impos- 
sible, and as industry grew in size the situation became 
grave. Employer’s liability laws for industrial accidents 
were passed and the pendulum swung in the other di- 
rection. Bankruptcy of industries was caused by large 
judgments obtained, so the employers insured. The in- 
surance companies then made it hard to collect, and 
the worker, again, could not recover. (One thing to 
note in all of this—the physician has always been in 
the middle.) 

Workmen’s Compensation laws, which followed the 
liability laws, have been intended as a compromise. 
The theory is that workers give up the right of un- 
limited recovery for a guaranteed benefit, while em- 
ployers give up common law defenses for a guaranteed 
limitation of loss. There are the laws, then, that we 
now have existing in all 48 states. These laws are by no 
means uniform. The carrier of industrial insurance may 
be the state itself, insurance companies or a combina- 
tion of private and state insurance. Certain professions 
and certain illnesses are exempt in various states, 
participation by employees may be required, wholly 
voluntary or elective. (Elective coverage differs from 
voluntary coverage in that those employers who do not 
elect cannot have recourse to common law.) Only in- 
dustries employing more than a certain number of 
people (varying from state to state) are covered by 
Workmen’s Compensation laws. Most of the state laws 
are administered by industrial commissions or com- 
missioners. Some few state industrial laws are the ex- 
clusive prerogative of the courts. The laws universally 
require reporting of accidents, by the employer to the 
state, and by the employee to the employer. Some 
States require this at the time of accidents, some at the 
time of beginning or ceasing payment, some at both 
times. 
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INSPECTION CHECK LIST 


During the inspection of the plant the physician should make a check list for 
further reference and study. He can thus assess the dangers involved, at 
leisure and with such references as he needs. There should be space for 
recording observation of at least the foilowing items: 

1. Dust—amount, duration of exposure, amount of exposure, composi- 
tion, particle size. 

2. Metals—exposure (cutaneous, oral, inhalation); metals involved; 
duration and amount of exposure; especial attention to lead, antimony, 
arsenic, beryllium, cadmium, chromium, cobalt, manganese, mercury, 
phosphorus, zinc. 

3. Solids—exact chemical name, exposure; root, amount, duration; type 
of equipment used; special attention to benzol, tetrachlorethylene, tetra- 
chlorethane, trichlorethylene, carbon tetrachloride, carbon disulfide, metha- 
nol. 

4. Gases—possibility of unknown exposure or of proximity to CO, 
hydrogen sulfide, hydrogen fivoride, hydrogen cyanide, methyl! bromide. 
chlorine, ozone, nitrogen dioxide, sulfur dioxide. Known exposures to 
known toxic gases. Exposures or proximity of gases of unknown toxicity. 

5. Dermatitis prod working facilities; soaps, solvents, acids, 
alkalies, oils, dusts or gases or skin sensitizers, waxes (especially chiorin- 
ated and naphthalene, dipheny! compounds). 

6. Pathogenic microorgani bruceliosis, psittacosis, anthrax, sterili- 
zation of animal material. 

7. Carcinogens—potential exposure. 

8. Noise—continuous, discontinuous, level in relation to speech; areas 
present; safeguords. 

9. Extremes of atmospheric pressure. 

10. Temperature extremes diant, conduction, convection. 

11. lonizing radiations—type, source, dosage, protection, monitoring. 


12. Mluminati trast, glare, brightness; daylight; artificial; level. 
13. Repeated moti freq y; number of employees engaged; dura- 
tion of exposure. 

14. Vibration. 

15. Accident h ds hinery, flooring, steps, construction, house- 
keeping, moving vehicles, other. 


16. Feed handling (Use United States Public Health check sheets). 

17. Hi keeping—locker rooms, toilets, showers, washrooms. 

This list is intended to serve only as an ovtline. A much more compre- 
hensive coverage in any inspection may be given as the physician becomes 
familiar with the methods used and the problems of the industry. 


Every general practitioner should familiarize him- 


self with the Workmen’s Compensation laws of his 
state. He will need some knowledge of them whether or 
not he does industrial practice. 


The physician’s chief concern must be rehabilitation 


of the individual. He must do those things necessary to 
insure just functioning of the law, but he must never 
feel that his chief job is to uncover malingering. It is 
difficult to uncover even under ordinary circumstances. 


In summary, the aim of the industrial physician 


must be to make the workers of the industrial commu- 
nity whole, well-balanced, productive people, to keep 
them in this condition, and to return them to such con- 
dition when illness occurs. 
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GROWTH OF HOSPITAL, SURGICAL 
AND REGULAR MEDICAL EXPENSE COVERAGE 


Voluntary Health Insurance. . . 


EXTENT OF COVERAGE IN THE UNITED STATES 


The article which follows is based on information 
furnished by the Health Insurance Council, a federation 
of leading insurance associations. This council 

recently conducted its eleventh annual review 


of the extent of voluntary health insurance coverage 
in the United States. 


: SURGICAL 


1942 1944 1946 1948 1950 1952 1954 1956 


More THAN 70 per cent of the total United Stites 
civilian population today is protected by some form 
of voluntary health coverage. This estimate was based 
on results of the annual survey conducted by the 
Health Insurance Council of health insurance coverage 
in the United States for 1956. The council is a fecer- 
ation of leading insurance associations representing 
more than 90 per cent of the health insurance in force 
through insurance companies. The survey, covering 
the period from January 1 through December 31, 
1956, is based upon reports of health insurance pro- 
grams conducted by insurance companies, Blue Cross- 
Blue Shield and other health care plans. 

The council reports that more than $3 billion—a 
rate of nearly $10 million per day—of the nation’s 
health care bill will be paid in 1957 through voluntary 
health insurance programs. Benefit payments to help 
cover the cost of hospital, surgical and medical care 
last year amounted to $2.9 billion, an all-time high. 

A projection of the 1956 figures on health insurance 
coverage indicates that as of May 1, 1957, some 118 
million persons were protected against the cost of 
hospital expenses through voluntary health insurance 
programs, 103 million were covered for surgical ex- 
penses, 67 million had policies covering regular medi- 
cal expenses and ten million were insured against 
major medical expenses. 


All Insurance Advances 


Insurance companies in 1956 paid a total of $695 
million in benefits to people through loss of income 
insurance policies, which help replace income lost 
because of accident or sickness. This figure, added 
to the $2.9 billion paid in other health benefits, would 
bring the total benefit payments for the year 1956 to 
$3.6 billion paid under health insurance plans. 

Advances in all types of health insurance coverage 
were reported. During the year, the number of people 
covered by hospital care insurance rose by eight million 
over the year before, the number of people covered 
by surgical expense insurance increased nine million, 
and persons covered for regular medical expenses rose 
nine million. 

Hospital care insurance, to help pay for services 
in the hospital, remained the most popular form of 
health insurance in terms of number of people cov- 


ered, with 66,259,000 persons holding policies from 
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insurance companies, 53,162,000 enrolled by Blue 
Cross-Blue Shield, and 4,654,000 protected through 
miscellaneous plans. Making allowance for people 
covered by more than one type of insuring organiza- 
tion, the council reported that more than 115.9 million 
persons were protected by hospital expense insurance. 


101 Million in Surgery Plans 


Surgical expense insurance, which helps meet the 
cost of operations, was provided by insurance com- 
panies to 62,996,000 persons, 42,570,000 by Blue 
Cross-Blue Shield, and 4,909,000 by the other health 
care plans. Allowing for those with duplicate health 
insurance coverage, the survey found 101.3 million 
persons protected against surgical costs. 

Regular medical expense insurance, providing for 
doctor visits for nonsurgical care, accounted for 33,- 


907,000 persons through Blue Cross-Blue Shield, 29,- 


756,000 covered by insurance company programs, and 
5,276,000 persons insured under the miscellaneous 
plans. The unduplicated total number of persons hav- 
ing regular medical expense protection was 64.9 
million. 

Major medical expense insurance, which helps to 
absorb the cost of serious, or catastrophic illness, con- 
tinued its dramatic upward trend at year’s end, the 
survey further disclosed. Coverage through insurance 
companies under all forms of major medical programs 
rose to 8,876,000 persons. Of these, 8,294,000 had 
protection through group policies, with the remaining 
582,000 insured through individual and family major 
medical expense policies. 

In 1956, 31,688,000 persons were covered by 
loss-of-income policies. The number of people who 
work where there is a formal sick leave payment ar- 
rangement would bring the total figure to 40,988,000 
persons protected against loss of income. 


CHANGE IN JCAH REQUIREMENT 


COMMISSION ON HOSPITALS 


Members of the Joint Commission on Accreditation of 
Hospitals recently revised one of their carefully-desig- 
nated standards—their measuring stick for attendance 
at medical staff meetings. 

In its March, 1957 Bulletin, the JCAH announced 
that its attendance standard had been changed from 
75 per cent to 50 per cent. The new standard reads: 

“Active staff attendance shall average at each meet- 
ing at least 50 per cent of the active staff who are not 
excused by the Executive Committee for just cause. 
Each active staff member shall attend 50 per cent of 
staff meetings unless excused by the Executive Com- 
mittee for just cause.” 

The different methods a medical staff may follow to 
conduct proper review of clinical work remain the 
same. The August, 1955, Bulletin of the Joint Com- 
mission outlined the purpose and methods: 

“The sole purpose of hospital medical staff meetings 
is to improve the quality of patient care by means of a 
critical review and evaluation of the work of the pro- 
fessional staff. This analysis must be done by the 
incdlical staff which should meet at frequent and regular 
intervals to accomplish this purpose. 
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“Recognizing that differences exist because of size, 
location and medical staff organization, hospitals have 
a choice of one of the three following methods of ful- 
filling the medical staff meeting requirement: 

**i. Monthly Meetings of the Entire Active Medical 

Staff. 
“This method is particularly suited in the hospital of 
less than 75 beds which is not departmentalized. It is 
also well suited in the hospital where the medical staff 
is small and is organized to function as a committee of 
the whole. 

*2. Monthly Departmental Meetings and Quarterly 

Meetings of the Entire Active Staff. 
**This method may be adopted when a hospital is 
well organized and departmentalized, and when it has 
been found to be more effective than Choice 1 for 
adequate and efficient review of the work of the staff. 
More frequent departmental meetings will depend 
upon the size of the hospital and the number of pa- 
tients treated. Many hospitals have found it advisable 
to hold weekly departmental meetings. 

**3, Monthly or More Frequent Review of the Clinical 
Work by the Medical Records and Tissue Commit- 
tees (or by an Audit Committee which combines the 
functions of these two committees), Plus Monthly 
Meetings of the Executive Committee of the Medical 
Staff and Quarterly Meetings of the Entire Active 
Medical Staff. 

‘If conscientiously carried out, this method is very 
effective in evaluating the quality of patient care. 
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“Experience has shown that one of these three 
patterns of medical staff meetings will fit any hospital 
seeking accreditation, whether it be small or large, 
rural or urban, affiliated with a medical school or 
not.” 

The Joint Commission’s rules and regulations on 
meetings for general practitioners in hospitals which 
have an active general practice department are changed 
by this new standard insofar as percentage of meetings 
attended is concerned. 

The provision for general practitioners is as follows, 
with the changes made in the percentage of meetings 
attended: 

**1. If he has privileges as an ‘active staff member’ 
in a clinical department, he should attend 50 per cent 
of the monthly meetings of that department just as all 
other active staff members of that clinical department. 
It is understood that no physician will have ‘active 
staff’ appointment in more than one clinical depart- 
ment. 

**2. If he has privileges other than as an ‘active staff 
member’ in clinical departments, he should attend at 
least six departmental meetings per year among the 
clinical services in which he has such privileges. The 
clinical departmental meetings attended shall be of his 
own choice, with the exception that he might be re- 
quested to attend a particular departmental clinical 
meeting.” 

These provisions, as stated above, apply to the staffs 
of hospitals that are fulfilling the Joint Commission’s 
standards on staff meetings under method number 
two, departmental conferences monthly and quarterly 
meetings of the active staff. Since the general practice 
department is not a clinical department, monthly 
clinical review conferences of the department of 
general practice are not acceptable for fulfilling this 
requirement. 


The Commission on Hospitals has pointed oui hat 
in hospitals using the third plan (review by the mecical 
records and tissue committees, plus quarterly mee‘ ings 
of the active staff), any of the major departmenis or 
sections may conduct its own monthly clinical staff 
meetings for educational purposes. In its 1957 anual 
report, the Commission on Hospitals made the follow- 
ing recommendation: 

“If the clinical work of the hospital is evaluated 
monthly by the appropriate committee, the general 
practice department may conduct monthly clinical 
meetings to review cases, in which event members shall 
attend at least nine of such clinical meetings a year. It 
is recommended that the chief of the clinical service or 
another active staff member of the clinical service in- 
volved will be invited to attend such meetings to avoid 
duplication of clinical reviews.” 

Members of the Academy should keep clearly in 
mind the distinction between the Joint Commission’s 
requirements that the active staff of the hospital con- 
duct a thorough review and analysis of the clinical 
work once a month and departmental organizational 
and educational meetings. 

Monthly clinical review meetings are minimum re- 
quirements for accreditation and the Joint Commission 
offers three methods by which the minimum require- 
ments can be met. Starting in 1957, staff members need 
attend only 50 per cent of the monthly and quarterly 
meetings under one of three plans. Under plan two, 
general practitioners have a choice of the departmental 
review meetings they may attend, and they need not 
attend any more than a specialist. 

In addition to required attendance at the clinical 
review meetings, general practitioners are encouraged 
to conduct clinical conferences to discuss and review 
their clinical work in order to improve the quality of 
care and the knowledge and skill of the members. 


WHAT OTHERS ARE SAYING.. 


Scientist's 
Perspective 


SCIENCE is a typically human, typically social, indeed typi- 
cally communal enterprise. To perform good experiments 
and make logical interpretations of our data are not 
enough. To teach facts and theories in an authoritarian 
The way vitiates the spirit of science. We are part of a living, 
developing community of science, and only by paying heed 
to our past and considering our foundations can we fulfill 
our social Giass, Johns Hopkins 
University, Science, 123:3201, 1956. 
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Rheumatic Diseases, Rheumatism and Arthritis. By Heinrich G. 
Brugsch, M.D. Pp. 330. Price, $10.00. J. B. Lippincott Co., 
Philadelphia, 1957. 


Tus BooK is useful for both general practitioners and 
specialists. Among the specialists who would benefit from 
it are those in rheumatology and the treatment of arthritic 
diseases, internists with special interests in such diseases, 
orthopedists and people in physical medicine. I think that 
this would be a good book for all hospital and medical 
school libraries and for many internists’ and general prac- 
titioners’ offices. 

The author states that this is a personal book written 
from the internist’s point of view with special emphasis on 
the clinical aspects and therapy of rheumatology. He wrote 
the book to help the practicing physician, as well as the 
postgraduate student, as a readable and ready source in 
rheumatology. Most of the information came from the New 
England Medical Center through the personal experience 
of the author, but with the help of numerous other people 
in special departments. There is little of controversy or 
obscure theory. This is in accordance with the author’s 
desire to make this a book of “essentials” of our present 
knowledge of rheumatology. 

The book is very good for general practitioners in view 
of the fact that it is usually conceded that bone and joint 
diseases, arthritis and rheumatism, may well constitute 5 
to 10 per cent of general practice. There are certainly stand- 
ard data, standard therapy, good sound principles and 
adequate explanations of dangers and contraindications 
and side effects which should be very useful to the general 
practitioner who treats any of the manifestations of arthritis. 

The book is not intended to be a reference work in itself, 
nor to replace consultation with the large literature in 
rheumatology and its allied fields. The book does accom- 
plish its mission, I am surprised when I meet a question in 
theumatology how often the book contains a good bit of 
knowledge on that subject. The one thing on which I did 
not find much information was on the bone and joint mani- 
festations of Marfan’s syndrome. 

The table of contents is very well organized and very 
adequate. The index is also quite adequate. The biblio- 
graphic references at the end of each chapter are a very 
great help for more extensive reading. 


GP November 1957 


Practitioner's Bookshelf 


The paper is rather porous but quite adequate for the 
very easily readable type. The photographic and x-ray re- 
productions are in black and white and are adequately 
illustrative. The drawings are adequate to illustrate the 
points desired. 

An item I particularly liked about the text was the very 
short but interesting historic review preceding or following 
many of the main headings. I quite enjoyed reading this 
book and have referred to it on numerous occasions. 

—E pert T. PHELPS, M.D. 


Organized Home Medical Care in New York City. A Study of Nineteen 
Programs by The Hospital Council of Greater New York. Pp. 538. 
Price, $8.00. Published for the Commonwealth Fund by Harvard 
University Press, Cambridge, Mass., 1956. 


Tuts BooK should be of interest to anyone concerned with 
the problem of long-term illness—and a “‘must” for anyone 
considering development of a home care program. It gives 
a detailed report, by the Hospital Council of Greater New 
York, on 19 medical care programs in New York City. 
These plans included 16 operated by municipal hospitals 
and one each by Montefiore Hospital, the New York Hos- 
pital-Cornell Medical Center and the Department of Wel- 
fare. Home care in all these programs has been limited 
entirely to indigent and medically indigent persons. 

The programs are examined from the standpoint of the 
organizations rendering service to the patients, and also 
from that of the patient and the members of his family. 
Suggested standards for establishing and operating new 
programs are presented. 

There has been a growing interest in home care, and 
numerous advantages and disadvantages have been cited, 
but often without the thorough documentation given in this 
text. The book has been organized in thesis-like style, which 
detracts somewhat from the readability. However, quotes 
from patients and other family members make vivid for the 
reader the acute medical, social, economic, emotional and 
domestic problems accompanying chronic illness. 

As this text points out, there still are many unresolved 
issues regarding home care programs, despite the growing 
number of these organized plans in this and other coun- 
tries. The authors state that a home care program should 
function as one facet of a broad range of comprehensive 
medical services available to the patient. 
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sleepers 


@ One way of beguiling sleep is to keep eyes 
open in the dark. With nothing to see, the 
eyes accommodate to infinity and it is 
difficult to keep them open. The eyelid- 
closing reflex strengthens, and sleep often 
occurs. 


@ An invention to facilitate sleep: the 
automatic crib vibrator. This is designed to 
help mothers and fathers, as well as babies, 
to sleep. 


@ The hypothalamus is suspect as the 
probable center of sleep paralysis—a disorder 
in which temporary paralysis overtakes the 
voluntary muscles after sleep. Repeated mild 
insulin-induced hypoglycemia brought one 
patient complete remission for 9 months. 


When patients must sleep, try LOTUSATE,® 
Winthrop’s newest, dependable intermediate- 
acting hypnotic. In 15 to 30 minutes it 
induces sleep—sleep that lasts a good 6 to 

8 hours. The different shape, size and color— 
slender purple Caplets®—are not easy for 
patients to recognize. They appeal to those 
who resist “‘sleeping pills.”” Whenever 
slumber is elusive, prescribe Lotusate. This 
new somnifacient offers sure, sound sleep, 
closely resembling the natural, without 
lethargy. 


(|, LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of taibutal) and Caplets, trademarks reg. U. S. Pat. Off. 
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**There are stages,”’ the authors conclude, “‘in the 
ral history of many illnesses—especially prolonged illn «ses 
—when a well-run home medical care program may > ro- 
vide a more continuous and more desirable type of care 
than would be available through in-patient, out-patien:, or 
various other institutional facilities.” 

I believe that the authors have made an objective stiidy, 
They have pointed out some of the promises that home care 
holds as well as some of its inherent dangers. 

—Lois Lamhe 


Perinatal Loss in Modern Obstetrics. By Robert E. L. Nessitt, Jr., 
M.D. Pp. 432. Price, $12.50. F. A. Davis Co., Philadelphia, 
1957. 


Tuts BOOK brings to the medical profession one of the great 
etiologic factors of “‘salvagable human waste”—proper 
prenatal care. The author stresses the importance of being 
alert to any danger signs or symptoms, not only on behalf 
of the mother, but also for the sake of the unborn fetus, if 
the great number of perinatal deaths is to be lessened. 

The book stresses the need of prevention of, rather than 
treatment of, neonatal catastrophies. It stresses the im- 
portance of a well-trained anesthetist on the obstetric 
service at all times, working closely with the obstetrician 
and house staff of the obstetric department. The book is 
well written and generously supplemented with figures, 
charts and graphs to illustrate and clarify the subject 
matter. The photographs are all clear and well produced. 

This book should be readily available to nurses, house 
officers and staff physicians who are caring for the pregnant 
and the newborn infant. It should be as handy as the 
woman patient’s chart on every obstetric ward. 

—Joun R. M.D. 


Essentials of Clinical Proctology, 3rd ed. By Manuel Spiesman, 
M.D. and Louis Malow, M.D. Pp. 316. Price, $8.75. Grune & 
Stratton, Inc., New York, 1957. 


THIS BOOK is essential. It meets the needs of the busy 
general practitioner adequately and conveniently. It is in- 
clusive without being verbose, concise without omitting 
pertinent information. 

The chapters dealing with operative technique fit my 
needs admirably, giving clear, easy-to-follow directions for 
the simpler, more routine procedures. 

This is not a book for specialists, as its plan and purpose 
seem directed at giving the essentials in outline form. | 
would like to see such a book on each specialty. 

—Frep H. Simonton, M.D. 


Gout. By John H. Talbott, M.D. Pp. 205. Price, $6.75. Grune & 
Stratton, Inc. New York, 1957. 


THIS MONOGRAPH is a complete revision of the earlier one 
by this authority on gout. Its new format makes for easy 
reading. The 63 illustrations, mostly x-rays, and the 16 
color plates are excellent. 

The therapy is up to date. I particularly like the practi- 
cal aspects of Talbott’s approach to diagnosis and therapy. 
This book is recommended for general practitioners. 

—Eart C. Van Hory, 
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The Principles and Art of Plastic Surgery, vols. 1 & il. By Sir Harold 
Gillies, C.B.E., F.R.C.S. and D. Ralph Millard, Jr., M.D. 
Pp. vol. I, 317; vol. II, 652. Price, $35.00. Little, Brown & Co., 
Boston, 1957. 


THESE ARE two beautiful volumes, size 8% x 11 inches, on 
heavy, glazed, fine quality paper. They are profusely il- 
lustrated with thousands of actual photographs and many 
pages in color. 

Three books, Blair’s in 1912, Davis’ in 1919 and Gillies’ 
previous book in 1920, were the foundation stones upon 
which the structure of 20th century plastic surgery was 
built. 

These two magnificent volumes, written by a versatile 
artist with brush and scalpel and an imp in humor and 
practical jokes, present in human terms, the drama of 
plastic surgery with an amazing array of photographs and 
illuminating reflections and recollections. They are a 
combination textbook, atlas and autobiography of an un- 
«usual man of ability, wit and gentleness. They are arranged 
as a plastic play re-enacted as it actually happened, using 
the original cast as actors. 

The play is arranged in six acts: 

I. Cinderella Surgery. 
II. Flap Happy. 
III. Mostly Congenital. 
IV. Private Practice. 
V. Trauma in War and Peace. 
VI. Final Scene. 

Each act contains numerous scenes, chapters, that cover 
40 years and two world war experiences in the busy life of 
the senior author. 

These volumes form a general principle report, without 
detail, and should have a three-fold appeal to all plastic 
surgeons. 

1. They are a textbook of plastic surgery unique in its 
humanness. 

2. They cover the development of plastic surgery dur- 
ing the past 50 years. 

3. They are an autobiography of the oustanding plas- 
tic surgeon of the century. 

They are an excellent reference for all plastic surgeons, 
general surgeons and residents in surgery, some of whom 
may aspire to further study in this field. They ever remind 
the reader of the constant battle between blood supply and 
beauty, the real basis of plastic surgery. 

—WU. R. Bryner, M.D. 


Clinical Examinations in Neurology. By Sections of Neurology and 
Physiology, Mayo Clinic and Mayo Foundation. Pp. 370. Price, 
$7.50. W. B. Saunders Co., Philadelphia, 1956. 


siGNIFICANT publication combines several admirable 
and highly practical characteristics. It contains an intro- 
ductory history of the development of neurology at the 
Mayo Clinic and explains in some detail the various intri- 
cacies of neurologic history taking and examination. The 
text is readable and devoid, for the most part, of the intri- 


caie verbiage and complexities which beset most neurologic 
texts, 
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for sleep— 


This is Winthrop’s newest intermediate- 
™ acting barbiturate, a quick, dependable 
iz somnifacient. Effective in 15 to 30 
sa: minutes, its action lasts 6 to 8 hours. 
= Different in size, shape and color, 
Lotusate is available in purple 


Caplets®—120 mg. (2 grains). 


@,\\ Adult somnifacient dosage: 1 Caplet 15 
* \ to 30 minutes before retiring. 


BA\| Lotusate is also available in 50 mg. 
(34 grain) and 30 mg. (1% grain) 
Caplets for sedative uses. 


new somnifacient 
brings sleep— 
without lethargy 


| LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of talbuta!) and Caplets, trademarks reg. U. S. Pat. Off. 
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The practical examination of the cranial nerves, followed 
by explanations of and interpretations of neuro-ophthal- 
mologic examinations, the motor system, the sensory sys- 
tem, and finally, language and speech, are described briefly, 
lucidly and usefully. Explanation of practical value is given 
regarding the newer techniques of neurology, such as elec- 
troencephalography and myelography. 

Throughout, the practicality of the book is a delight, 
and the ease of reference to various specific syndromes is 
greatly facilitated by an excellent index. 

Familiarity with this book would make any physician 
more than an interested spectator in the field of neurology. 
It is highly recommended to all physicians. 

—F. A. CARMICHAEL, M.D. 


Gifford’s Textbook of Ophthalmology. 6th ed. By Francis Heed 
Adler, M.D. Pp. 499. Price, $8.00. W. B. Saunders Co., Phila- 
delphia, 1957. 


WRITTEN FOR THE MEDICAL STUDENT and the general prac- 
titioner, this text fills its purpose admirably. It is not an 
epitome of a larger volume, but covers adequately for the 
general practitioner’s needs the salient features of anatomy, 
physiology, pathology and treatment. Examination of the 
eye is well covered, including charts, use of the ophthal- 
moscope and slit lamp and transillumination. There are 
227 photographs and drawings and 26 color plates. The 
language is clear and the type is clear, but subheadings 


are in boldface type, thereby adding to the reference \ sue 
of the book. 

Major eye diseases and major surgery of the eye are de- 
scribed sketchily, as they should be, in conformity wit!, the 
scope of this text. Neither is the technique of refrac‘ion 
dwelt upon. 

Details of examination and treatment that can be ca: ried 
out by the general practitioner are meticulously covered 
and leave no doubt in the reader’s mind as to which condi- 
tion he may treat and which should be referred to an 
ophthalmologist. It is easily discernible that the author 
kept constantly in mind the importance of preserving the 
sight of a diseased or injured eye. 

If this text were referred to prior to undertaking treat- 
ment of an eye, it would be almost impossible for the 
physician to make a wrong step. 

Every disease that may even remotely affect the eye is 
mentioned, including a brief description of the disease as 
well as a comprehensive description of the eye lesion and 
its treatment. 

Ocular injuries are covered in a separate chapter at the 
end of the book, thereby serving as a quick reference in 
case of emergencies. Here again the reader is advised on 
complications to look for and which cases are better re- 
ferred. Included are lists of instruments, dressings and 
drugs that should be available in the physician’s office. 

—R. R. BECKER, M.D. 


PRESCRIBE 


three to five times the activity of cortisone 


ISONE 
PARKE-DAVIS 


supplied: 5 mg. and 2.5 mg. scored tablets; bottles of 30 and 100. 


:D: PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 


*TRADE MARK 
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Physiology and Pathology of the Kidney. Brifish Medical Bulletin 
Seminar Item 13, #1. Pp. 67. Medical Department, British Con- 
sult, London, January, 1957. 


Tuis 1s an excellent symposium concerning specific aspects 
of the physiology and pathology of the kidney. There is 
particular emphasis on the more recently described specific 
tubular defects such as potassium deficiency and amino 
aciduria. 

The symposium is not presented as a review of basic 
physiology and pathology; rather it is more a collection of 
research papers on specific aspects of renal physiology. 
There is much in this symposium to provide stimulation 
and new information for the man with a background in 
physiology or a particular interest in the modern concepts 
of renal disease. The symposium will, therefore, be of value 
as a reference work. It will not serve as a review, as most of 
the papers are too advanced to interest the average general 
practitioner. —Georce E. ScHREINER, M.D. 


Diseases of the Heart and Circulation, 2nd ed. By Paul Wood, M.D. 
Pp. 1,005. Price, $15.00. J. B. Lippincott Co., Philadelphia, 
1956. 


MosT GENERAL PHYSICIANS practicing internal medicine, as 
well as internists, frequently need a more comprehensive 
reference in cardiology than is afforded by the standard 
texts and systems of medicine. Fortunately, many experts 


in the field offer authoritative compendiums to fill this need. 
The problem is choosing the right book. By the same token, 
the cardiologist desiring to write must offer something 
unique to attract the reader. The virtues of this book are 
refreshing style, profuse illustration, logical arrangement, 
simplicity and economy of verbiage. 

The second edition adequately reflects the advances in 
cardiology in the six years since the first publication. Car- 
diac catheterization is now a standard operation rather than 
an experiment. 

The author has ably delineated the great progress that 
has been made in etiologic theories and treatment of hyper- 
tension. Recent advances in cardiac surgery are described 
fully enough to acquaint the clinician with its current 
status in total care of cardiac disease. 

To some readers, the British accent might be a drawback ; 
however, it is rarely manifest in the author’s opinions on 
methods of treatment. Otherwise, it is only a lexical dis- 
tinction. 

This is a refreshing book because the author has accom- 
plished his aim of balancing a Hippocratic approach to the 
patient against the latest technologic aids of the mid-twen- 
tieth century. Also, he expresses his opinions succinctly on 
ambiguous treatments, methods and hypotheses. The index 
and the variable print and chapter subdivisions make the 
subject matter readily available for reference. 

—Daniet M. Rocers, M.D. 


when anxiety and tension “erupts” in the G. I. tract... 


GASTRIC ULCER 


Meprobamate with PATHILON ® Lederle 


Combines Meprobamate (400 mg.)the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 
habituation... wi//i PATHILON (25 mg.)the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


Supplied: Bottles of 100, 1,000. 
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now in cream 


STEROSAN 


Hydrocortisone 


(chlorquinaldol Ge1cy with hydrocortisone) cream 
comprehensive control of skin disorders 
infectious dermatoses - contact dermatitis - atopic dermatitis - nonspecific pruritus 


: STEROSAN®-Hydrocortisone (3% chlorquinaldol GEIGY 
* combats infection with 1% hydrocortisone) Cream and Ointment. Tubes of 
reduces inflammation 5 Gm. Prescription only. 
* : and when a nonsteroid preparation is preferred 
* controls itching STEROSAN® (chlorquinaldol GEIGY) 3% Cream and Oint- 
* promotes healing ment. Tubes of 30 Gm. and jars of 1 lb. Prescription 
only. 


GEIGY 


839587 Ardsley, New York 
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News 


At Least 75 Per Cent of General Practitioners Have Hospital Privileges 


New AAGP Hospital Survey Shows Most 
Areas Have Favorable Medical Conditions 


Except for the northeast, Academy members partici- 
pating in the Commission on Hospitals’ newly com- 
pleted survey agree that 75 per cent or more of the 
general practitioners in all regions of the country 
have privileges in hospitals. They believe too that 
these privileges are commensurate with their ability. 

Dr. Charles C. Cooper, St. Paul, Minn., chairman 
of the Academy’s Commission on Hospitals, released 
the survey results September 22 in Kansas City at the 
Annual State Officers’ Conference. 

Tabulation of the questionnaires which were sent 
nationwide to 486 national and state Academy officers 
and commission and committee members was com- 
pleted September 1. Replies were received from 201. 

The questionnaire included eight questions cov- 
ering the quality, kind and amount of practice as well 
as specific questions on hospital privileges. The in- 
dividual replies applied not only to their own exper- 
iences but for all general practitioners in their area. 

Each respondent was asked to tell the size of the 
community in which he practiced and if his answer 
applied to his state or only to his community. 

Since medical practices and hospital practices vary 
by region, the information from the members has 
been tabulated by region. The following are the re- 
gional alignments: 

Region 1—Arizona, California, Nevada, Oregon 
and Washington 

Recion 2—Colorado, Idaho, Montana, Utah and 
Wvoming 

Recion 3—Illinois, Indiana, Iowa, Kansas, Ken- 
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tucky, Michigan, Minnesota, Missouri, Nebraska, 
North Dakota, Ohio, South Dakota, West Virginia 
and Wisconsin 

ReEGion 4—New Mexico, Oklahoma and Texas 

Recion 5—Alabama, Arkansas, Florida, Georgia, 
Louisiana, Mississippi, North Carolina, Puerto Rico, 
South Carolina, Tennessee and Virginia 

Recion 6—Connecticut, Delaware, District of Col- 
umbia, Maryland, Massachusetts, Maine, New Hamp- 
shire, New Jersey; New York, Pennsylvania, Rhode 
Island and Vermont 

In all except regions 1 and 6, the survey showed 
that general practitioners are functioning as family 
physicians to 75 per cent or more of the people. This 
percentage drops to 50 per cent or more in considering 
the replies from all regions. 

Except for region 3, only 
a small percentage of the 
participating members 
think that the general prac- 
titioners’ services and re- 
sponsibilities for the health 
care of the people have de- 
creased since 1945. The 
survey pointed out too that 
almost a majority of the re- 
spondents in all regions be- 
lieve that the services and 


on Charles C. Cooper, M.D. 
practitioners have in- survey the members on prac- 


creased. tice and privileges. 
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intensive antibacterial action 


ILOTYCIN-SULFA 


(Erythromycin with Triple Sulfas, Lilly) 


especially for mixed or resistant infections 


Effective against a wide range of 
gram-positive and gram-negative 
pathogens. The combination of 
‘llotycin’ (Erythromycin, Lilly) 
and the triple sulfonamides is par- 
ticularly useful in the manage- 
ment of mixed respiratory and 
genito-urinary tract infections. 


ELI LILLY AND COMPANY - 


‘Tlotycin-Sulfa’ is notably safe 
and well tolerated. 


Available in tablets containing 75 mg. ‘Ilo- 
tycin’ plus 333 mg. triple sulfas per tablet. 
Also supplied as a tasty oral suspension 
providing in a 5-cc. teaspoonful 200 mg. 
of ‘Ilotycin’ as the ethyl carbonate plus 167 
mg. each of sulfadiazine, sulfamerazine, 
and sulfamethazine. 


INDIANAPOLIS 6, INDIANA, U.S.A. 
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As for the quality of care rendered by the general 
practitioner, a vast majority (75 per cent) believed it 
was high. 

There was almost 100 per cent uniformity from 
respondents concerning the clinical fields covered by 
the majority of general practitioners. Their answers 
indicated that in all regions the majority of them in- 
clude internal medicine, pediatrics and obstetrics in 
their practice. 

The majority of general practitioners are doing 
emergency and minor surgery. In all regions, except 
the northeast region, 50 per cent or more are doing 
major surgery. 

The survey bore out the belief that general practi- 
tioners graduated since 1945 are doing about the 
same type of practice as all general practitioners ex- 
cept that a smaller number are doing major surgery. 

The survey also indicated that present-day general 
practitioners believe that future general practitioners 
will be covering the same clinical fields as they are 
now. Some felt that surgery will be included in the 
general practice of the future. About 27 per cent of the 
members, including those in the northeast region, be- 
lieve that future general practitioners will be doing 
major surgery. 

Since 1948, members have been surveyed a number 
of times on the general practitioner’s status in hospi- 
tals. The first survey of members was made in 1949. 

During 1955 and 1956 when Dr. John S. DeTar 
was serving as president-elect and president, he sur- 
veyed physicians who were then national and state 
officers, and commission and committee members. 

In 1955, approximately 26 per cent of the total 
replies indicated there was some arbitrary restriction 
against general practitioners. 

The following year, approximately the same group 
of members was asked if the hospital situation had 
changed. Thirty-four per cent said it had improved; 
53 per cent said no change and 13 per cent said condi- 
tions were worse. 

To get the 1957 picture, the following is the tabula- 


tion of the eight areas covered in the questionnaire: 


Question Percentage of Replies 


I. Are general practitioners functioning as family physi- 
cuans to: 


25% or less of the people................ 5% 
25% to 49% of the people............... 19% 
50% to 74% of the people............... 34% 
75% or more of the people. ............. 42% 

100% 


2. Since 1945, have the services and the responsibilities of 
‘he general practitioners for the health care of the people: 
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Remained the same.................... 34% 

100% 


tioners: 


100% 


4. Which of the following clinical fields are covered by 
the majority of general practitioners: 


Internal Medicine....................- 100% 
Surgery—(consider tonsillectomies major) 


5. What about the general practitioners who graduated 
after 1945—do the majority of them include: 


Internal 96% 
Surgery—(consider tonsillectomies major) 


6. What percentage of the general practitioners have 
privileges in a hospital: 


100% 


7. What percentage of the general practitioners have 
privileges commensurate with their ability: 


100% 


8. General practitioners of the future (15 years from 
now) will be limited to the following clinical fields: 


Surgery—(consider tonsillectomies major) 
175 


3. Is the quality of care rendered by the general practi- 


To help patients say “No thanks”... 
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A ‘ STRASIONIC’ RELEASE PRODUCT RESIN 
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Trends and Events in the Nation’s Capital 
From GP’s Special Washington Correspondent 


“Quantity"’ Medicine in USSR 


In THE Sovier UNION, quantity rather than quality is 
stressed in health services, according to two federal 
oficials recently returned from an official mission be- 
hind the Iron Curtain. In press interviews preceding 
preparation of a formal report, Drs. Otis L. Anderson 
and Henry van Zile Hyde gave intimate descriptions 
of their four weeks among Russian physicians at work 
in factories, homes, hospitals and offices. 

Drs. Anderson and Hyde are, respectively, Assis- 
tant Surgeon General of U.S. Public Health Service 
and chief of the Division of International Health. They 
were members of an exchange mission which was led to 
the Soviet by Dr. Thomas A. Parran, dean of the Grad- 
uate School of Public Health, University of Pittsburgh. 

Following are some of their observations: 

In many places on their 8,000-mile Russian tour, 
which included nine cities and several rural areas, the 
American team members were asked why venereal 
disease and alcoholism were so prevalent in the U.S. 
The visitors saw a great many drunks on the streets 
in Moscow, Leningrad and elsewhere. 

Soviet authorities claim a 1 to 615 ratio of physicians 
to population throughout the country, but the validity 
of this estimate is open to question since there has not 
been a census in the USSR for many years. 

The doctors with whom the team exchanged views 
were rather free and open in their discussions, but 
they declined to talk about the prevalence of mental 
illness. The American visitors were allowed to go into 
many general hospitals but all requests to inspect a 
mental disease institution were denied. 

In the medical student’s curriculum, four hours a 
week are devoted to study of Red philosophy. At the 
end of the second and fourth years, an examination in 
this subject is given by the state. 


Most Reactions to Penicillin 


Among the antibiotics, penicillin is far and away the 
most common cause of severe reactions, according to 
findings of a nationwide survey conducted by Food 
and Drug Administration. 

At the Fifth Annual Symposium on Antibiotics held 
in Washington October 2-4, a detailed report on the 
study was presented. It covered a 4-year period, be- 
ginning in 1953, and reached into every state and the 
District of Columbia. 

\ cross-section of physicians were interviewed— 
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Intimate descriptions of health services in USSR are given by 
Dr. Otis L. Anderson (/eft) and Dr. Henry van Zile Hyde. 


rural and urban general practitioners, allergists, der- 
matologists, hematologists, surgeons and internists. 
Nearly one-third of the nation’s general hospital beds 
were checked—198,332 out of a total of 685,655. 

In all, 3,419 case histories of antibiotics reactions 
were reported and evaluated but 422 were discarded 
because of insufficient data to classify or for other 
reasons. A total of 1,072 reactions were classified as 
severe (life threatening). Anaphylactoid shock occur- 
red in 809 cases. There were 107 superinfections, 70 
severe skin reactions, 46 blood dyscrasias, and 38 cases 
of angioheurotic edema with cerebral or respiratory 
involvement. 


Supply and Demand 


General practice continues to rank with pathology, 
physical medicine and occupational medicine among 
the branches of medicine in which demand exceeds 
supply within the armed services. 

It was that way a year ago when Department of De- 
fense opened letters from hospital interns containing 
“*statement of preference” forms and the situation was 
almost unchanged when the same action was taken at 
the Pentagon a few weeks ago. At issue was the selec- 
tion of interns to be deferred for residency training 
beginning in July, 1958, subject to their qualifying for 
Medical Corps reserve commissions in Army, Navy or 
Air Force. 

This year the government invited 5,412 medical 
school graduates of 1957 to apply for residency defer- 
ment. They comprised men who were liable for military 
duty under the Selective Service Act. Of that number, 
1,955 replied they were interested and sent in SD Form 
249, while 949 indicated they were prepared to fulfill 
military obligations upon completion of internships. 

Under 19 specialty headings, the three armed forces 
had 1,100 residency spaces allocated for 1958-59. 
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ODORLESS HOME DISINFECTION 


Here’s an important thought: do your patients 
know about safe and odorless disinfection in 
home and sickroom to prevent spread of dis- 
ease? Recommend a 1:5000 solution of aqueous 
Zephiran to disinfect utensils and sickroom sup- 
plies, to rinse diapers, and to sanitize linens, 
toys and furniture. It’s economical! 


EFFICIENCY IN DAILY PRACTICE 


| You can save a mile a day when you keep bot- 
| tles of Zephiran tincture within reach in the var- 
| ious treatment areas of your office. Use it as a 
pre-injection swab, to paint the operative site be- 
q fore minor surgery, for application in the treat- 

ment of countless dermatologic conditions, in 

fungus infections, and for many other purposes. 


WET COMPRESSES AND DRESSINGS 


Nonirritating antiseptic wet dressings and com- 
presses are prepared with 1:5000 Zephiran 
aqueous solution, without fuss or waste of 
time.* Zephiran is always ready to do an effi- 
cient job whatever the specific application. 


*Caution: Do not use with occlusive dressings, 


LET ZEPHIRAN WORK FOR YOU 


Zephiran is dependable, safe and economical. A refined cationic 
detergent with unusual wetting and spreading ability as well 

as a highly potent antiseptic— Zephiran kills many gram-positive 
and gram-negative bacteria in seconds. It is nonirritating and 
virtually nontoxic. Zephiran has hundreds of uses in daily practice. 


REFINED BENZALKONIUM CHLORIDE 


ephiran 


CHLORIDE 


zePniman, (BRAND OF BENZALKONIUM, AS CHLORIDE, (}Jithnop LABORATORIES, New York 18, N. Y. 
REFINED), TRADEMARK REG. U.S. PAT. OFF. 
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While there were 1,955 candidates for these 1,100 
billets, the number selected actually fell below the 
quota—1,011. This was because of the preponderant 
demand for the “big four” of internal medicine, ob- 
stetrics, surgery and pediatrics, and the scarcity of 
first-choice markings in most of the other specialties. 

For internal medicine, there were 526 applications 
but only 149 spaces; obstetrics, 216 and 80; surgery, 
355 and 132, and pediatrics, 178 candidates for 100 
places. 

On the other hand, the military received only 35 
executed forms from interns wishing to take postgrad- 
uate training in general practice, although there were 
76 openings in this category. 

Preventive medicine and public health fared worse, 
with 27 billets and only three applicants checking that 
specialty. Pathology, with 91 spaces, had 77 candi- 
dates; otolaryngology, 99 and 25. Two categories 
suffered shutouts: Neither occupational medicine nor 
physical medicine and rehabilitation, with 13 and 14 
places, respectively, could attract a single taker. 

Defense Department officials expressed disappoint- 


ment particularly at the shortage of young doctors in- 
terested in taking advanced training to equip them for 
general practice. But they took some satisfaction in the 
observation that the deficit in this quota was somewhat 
less than it was a year ago. 


Shift VA Area Offices 


Veterans Administration has announced the shift- 
ing of three area medical offices “to increase adminis- 
trative efficiency”. One has been shifted from Colum- 
bus to Indianapolis, another from St. Paul to Omaha 
and the third from St. Louis to Dallas. Also, the upper 
peninsula of Michigan and the states of Illinois and 
Wisconsin have been made part of the territory ad- 
ministered by the Indianapolis office. Kansas and 
Missouri have been brought into the area served by the 
Omaha office. 

VA area medical offices in San Francisco, Trenton, 
Atlanta and Boston are not affected by the changes. 


Also see the AMA Washington Report, page 229. 


Death Comes to Dr. Philip Fortin, 
Heroic Proponent of the Family Doctor 


THE DISTINCTION of being named Massachusetts Gen- 
eral Practitioner of the Year came as a final honor for 
Academy Member Philip F. Fortin less than a week be- 
fore his death on September 9. 

The medical society which usually announces the 
honor in October advanced the time of the announce- 
ment because of Dr. Fortin’s worsening condition. 

The 51-year-old New Bedford member, so ill that 
he was unable to talk, signified by code pressure of the 
hand that he understood 
when his wife informed him 
of the honor. 

Dr. Fortin’s foresight and 
realistic approach to life is 
evidenced by the fact that 
he and Mrs. Fortin worked 
out the hand pressure code 
in the early stages of his 
illness in preparation for 
the day that he might not be 
able to communicate in any 
other way. 

His death came just a 
year after Dr. Fortin made a 


Dr. Philip F. Fortin 

His last year of life reflected 
concern for the future of the 
general practitioner. 
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self diagnosis of cancer of the liver. He was in Kansas 
City last September attending dedicatory ceremonies 
for the Academy’s new headquarters building when he 
made the diagnosis. 

Not begrudging his fate, Dr. Fortin retired from 
practice and made the most of his remaining months 
by promoting the general practice of medicine. 

His concern with the decline both in numbers and 
apparent importance of the general practitioner was 
carried in many national publications including News- 
week, the New Bedford Standard Times and the St. 
Louis Globe Democrat. He maintained that the future of 
the medical profession rests not in the production of 
more general practitioners but in the production of 
more general practitioners dedicated to the profession, 
who will be given full privileges in hospitals according 
to their ability, training and results with no artificial 
barriers. 

The seriousness of his condition did not keep Dr. 
Fortin from the Academy’s Annual Scientific Assembly 
last March in St. Louis. There he was seated as a dele- 
gate from Massachusetts. 

Fellow members in the Congress of Delegates, in 
their closing working session, expressed heartfelt ap- 
preciation for his devotion to the Academy and to the 
principles of the general practitioner and heartily com- 
mended Dr. Fortin for his worthy example and for 
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Hypertensive ... yet controlled 
with safer combination therapy 


Management of the hypertensive patient 
has become far less complicated with the 
use of combinations of antihypertensive 
drugs as adjuncts to the general regimen. 


Rauvera, the combination of alseroxylon 
and alkavervir, is much more effective 
than either drug alone.! There is an 
additive, if not synergistic action,? that 


provides full antihypertensive effects and 
makes it possible to administer smaller 
doses’ of each drug. 


Rauvera causes no sudden drop in blood 
pressure, but provides gradual, sustained 
reduction...relieves anxiety and tension 
...Slows accelerated pulse rate...and 
promotes a tranquil outlook on life. 


RAUVERA 


1 mg. alseroxylon « 3 mg. alkavervir in each scored tablet 


1. LaBarbera, J. F.: Med. Rec. & Ann. 50:242, 1956. 
2. Ledbetter, P.V., and Morrow, E. J.: J. Am. Geriatrics Soc. 3:172 
(March) 1955. 3. Wilkins, R.W.: Am. J. Med. 17:703 (Nov.) 1954. 
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years of devotion to the Academy and to organized 
medicine. 

A past president of the Massachusetts chapter, Dr. 
Fortin was the recipient of many honors in his lifetime. 
Upon his self-enforced retirement, Continental Screw 
Company of New Bedford dedicated an issue of its 
publication, The Continental, to Dr. Fortin in apprecia- 
tion of his many services as company doctor. 

One of his most treasured honors, The Certificate of 
Merit, came from his alma mater, Temple University. 
Each year this certificate is presented to one of the 
university’s outstanding graduates. It was the first time 
in the school’s history that it had been awarded to a 
general practitioner. 

Dr. Fortin was born April 7, 1906 in Acushnett, 
Mass. He is survived by his wife, two daughters, aged 
19 and 13, and a son, 15. 


Subscribers Praise 1957 Abstracts; 
First Mailing Received Last Month 


READER REACTION from the first mailing of the Acad- 
emy’s 1957 Abstracts of the St. Louis Assembly attests 
to its popularity. This year’s edition, bound in brown 
leatherette, contains 368 pages including about 1,000 
illustrations. It was edited again by Dr. I. Phillips 
Frohman of Washington, D. C. 

Assisting Dr. Frohman on the Medical Editorial 
Committee, were Drs. E. Irving Baumgartner, Oak- 
land, Md.; Lewis W. Cellio, Earl D. McCallister, A. R. 
Marsicano, and Thomas E. Rardin, Columbus, Ohio; 
Robert A. Davison, Memphis; R. C. Doan, Miamis- 
burg, Ohio; Keith E. Hammond, Paoli, Ind.; John B. 
Howell, Canton, Miss.; Joseph Lindner, Cincinnati; 
Wm. E. Lotterhos and L. F. Rittelmeyer, Jr., Jackson, 
Miss. ; Edwin Matlin, Mt. Holly Springs, Pa.; Francis 
P. Rhoades, Detroit; Herbert W. Salter, Cleveland; 
and Andrew S. Tomb, Victoria, Tex. 

Abstracts are $5 and makes an exceptional buy. 
Those who wish to purchase a copy are urged to send 
their order right away to AAGP Headquarters in 
Kansas City. Regular subscribers refer to the book as 
a must for every general practitioner’s bookshelf. 


Teamster Official Charges Discriminatory 
Practices Against New York Hospital 


AssociaTeD Hosprrat Service of New York has denied 
the charge made by a New York Teamsters Union offi- 
cial that it used “discriminatory practices” in operat- 
ing its Blue Cross hospital insurance plan. 

In a letter to New York’s Governor Averell Harri- 
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man, Milton Silverman, president of the Metal Fabrica- 
tors and Warehousemen’s Union, Local 810, said he 
based his complaints on findings from a survey made 
by the united wire, metal and machine health and wel- 
farefund. 

Associated Hospital Service of New York has an 
enrollment of 6 million members covering 70 per cent 
of patients admitted to New York hospitals. 

Mr. Silverman says Associated Hospital Service 
dominates” the hospitals by demanding and getting 
special rates and concessions that are not available to 
the other plans. 

He based his claims on the service’s annual report 
which showed that benefits provided during 1956 
amounted to $123,940,232 while the service’s report 
to the State Insurance Department showed that the 
actual cost of claims paid during 1956 was only 
$103,397,922. 

Mr. Silverman maintained that the $20 million dif- 
ference “presumably represents some of the discounts 
from the hospitals of the plan. It is equally obvious that 
persons and groups not members of the plan must 
make up the difference,” he added. 

Furthermore, Silverman said some of the officials 
of the 60 hospitals covered in the survey complained 


Board Sessions Precede Weekend Meetings— The Board of Directors 
of the American Academy of General Practice was in session Septem- 
ber 19 and 20, two days before the weekend meetings—the Symposium 
on Infectious Diseases, the Annual State Officers’ Conference and 
State Editors’ Meeting. President Malcom Phelps (standing) is 
shown giving a report at the Friday meeting. Shown clockwise, be- 
ginning with President Phelps, are Dr. Floyd C. Bratt, Miss Helen 
Cobb, secretary to Mr. Cahal; Executive Secretary Mac F. Cahal, 
Board Chairman Fount Richardson, Dr. Charles C. Cooper, President- 
elect Holland Jackson, Dr. Carleton R. Smith, Dr. D. Wilson McKinlay, 
Dr. M. C. Wiginton, Dr. James D. Murphy, speaker of the Congress of 
Delegates; Dr. Horace Eshbach, vice speaker of the Congress of Del- 
egates; Dr. John R. Walsh, Vice President Fred H. Simonton, Trea- 
surer Albert Ritt; Dr. Norman Booher, Dr. Mary Elizabeth Johnston 
and Dr. J. S$. DeTar. 
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call my baby’s 


In contrast to proprietary formulas, 
which can only be made weaker or 
stronger, the evaporated milk for- 
mula is flexible because it can be: 


— adjusted in dilution and carbohy- 
drate content to meet neonatal 
needs without renal overload. 


- gradually increased in concentra- 
tion and the carbohydrate specified 
by the physician as the baby grows. 
-adjusted in concentration, nu- 
tritional balance, or both, in any 
period of stress, such as illness. 


— decreased in carbohydrate in di- 
rect ratio with the infant’s increas- 
ing ability to assimilate solid foods. 
— used in place of fresh milk at nor- 
mal milk dilution during weaning 
from bottle to cup. 
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“FROM CONTENTED COWS” 


Optimum prescription- | % 
quality in today’s trend to 
the individualized formula. 
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that Blue Cross was slow in increasing payments in 
line with costs. 

Charles Garside, chairman of the board of Associ- 
ated Hospital Service, denied that the service had en- 
gaged in discriminatory practices. 

He said the difference between benefits and cost of 
claims “represents a very substantial savings to our 
subscribers, of which we are naturally somewhat 
proud.” 

He added that the services’ true financial status is 
not measured by the amount of assets but by several 
factors, including liabilities and reserves. 


Canadians Start Insurance Plan 
To Cover Drug Prescription Costs 


AN INSURANCE PLAN to cover drug prescription costs, 
very similar to existing hospital and medical plans, was 
announced September 7 by a group of Canadian phar- 
macists. 

The program, being pioneered by Windsor, Ontario 
pharmacists, will go into effect January 1 for a three- 
month trial period to test out rates. It will be limited 
initially to 1,000 subscribers. 

The new service, a nonprofit organization, will fill 
all prescriptions of Windsor and Essex County sub- 
scribers at an expected average annual cost of $10 per 
person. 

All 60 Windsor pharmacies have agreed to parti- 
cipate in the plan during the trying-out period. The 
drug stores will be paid by the corporation, known as 
Prescription Services, Inc., at present rates based on 
the pricing list of the Canadian Pharmaceutical Code. 

Subscribers may enter the program either in groups, 
as in a company, or as individuals. 

Under the group plan, each individual will pay 95 
cents a month, another 95 cents for his wife, 65 cents 
for the first child, 55 cents for the second child and 45 
cents for the third child. There will be no charge for 
additional children in the family. 


Political Abuses and Failing Economy 
Cause Medical Problems in Ireland 


‘THREE MEDICAL PROBLEMS which are uncommon in other 
countries have beset Ireland. Dr. Howard Rusk of New 
York, an honorary Academy member, pinpointed these 
three difficulties during the recent annual meeting of 
the Irish Medical Association which he attended in 
Cork: 

(1) The Emerald Isle graduates more physicians 
than the economy can absorb. 
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(2) Incomes of most practicing physicians are 
meager. 

(3) There are more hospitals than can be supported. 

The basic difficulty behind these three unusual 
problems is Ireland’s poor economic condition. Dr. 
Rusk observed that Ireland has not shared in the cur- 
rent world-wide prosperity. Incomes are low and there 
is considerable unemployment, particularly in Dublin. 
The natural results are a steady decline in popula- 
tion—very late and very low marriage rates and emi- 
gration to Great Britain and the United States. 

Although Ireland’s physician-population ratio is 
one for each 1,200 compared with Great Britain’s one 
for each 3,000 and one for each 730 in the United 
States, the country’s general economy cannot support 
this many physicians. 

Poor economic prospects have not deterred medical 
school applications, Dr. Rusk reports, which are far in 
excess of the number of places available. 

Of Ireland’s 2,500 practicing physicians, some 1,500 
are general practitioners. About half of this number 
are part-time government employees caring for the 
medically indigent. 

Under the country’s National Health Program com- 
pletely free medical service is provided for all persons 
having infectious diseases, including tuberculosis, ir- 
respective of income. 

Middle and upper-income patients, except those 
who receive medical services from their employers, 
pay for both medical and hospital care. 

The Irish Medical Association (IMA) is in agree- 
ment with the new voluntary government-subsidized 
health insurance act which cushions the cost of long- 
term, serious illness for middle and upper-income 
families. 

However, IMA president, Dr. John McCann of Dub- 
lin, says that local politicians are abusing the plan. 

Because of the abuse, in some sections of Ireland as 
many as 60 per cent of the people are classified as being 
entitled to free medical care, Dr. Rusk found. 

The result is that part-time government doctors 
have fewer and fewer private patients and more and 
more free patients. 

The hospital situation is purely financial. Dr. Rusk 
found that except for mental and mentally retarded 
patients, Ireland has sufficient hospital beds to meet 
its needs. Its hospital building program has been fi- 

nanced by the Irish Hospitals Sweepstakes Fund 
which, since 1932, has provided more than $100 mil- 
lion for hospital building, modernization and expan- 
sion and operational deficits. 

However, since 1953, hospital operational budgets 
have soared above the sweepstakes income and funds 
have been required from the government. 
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Dr. Rusk says the Irish Medical Association be- 
lieves the current medical plan can work if abuses are 
curtailed. IMA insists on professional freedom. It 
opposes a completely nationalized system like that in 
Great Britain. 


Study Credit Given to Members 
Passing Exam on Vue-Vox “‘At-Home” Courses 


TAPE RECORDED LECTURES with accompanying color 
film strips provide the latest in “at-home” postgradu- 
ate refresher courses for physicians. The programs 
have been developed by the College of Medical Evan- 
gelists and are being distributed under the title of 
“Vue-Vox Postgraduate Refresher Courses.” 

These lectures, as well as other medical school ex- 
tension courses, are acceptable for Category I credit 
for members of the American Aeademy of General 
Practice upon certification by the school that the mem- 
ber has successfully completed the course as deter- 
mined by a written examination. 

Dr. Paul D. Foster, chairman of the school’s Com- 
mittee on Audio-Visual Courses, says each topic is pre- 
sented by a known medical authority in a half-hour 
tape recorded presentation. Along with the lecturer’s 
voice is a color film strip of 60 to 80 illustrations, 

The school reports that lectures are now available in 
the following courses: Cardiovascular diseases, neu- 
rology for general practice, thyroidology and radiology 
of the chest. 

Physicians receive Vue-Vox by subscription. 

Vue-Vox is an outgrowth of Audio-Digest, a service 
developed several years ago by California Medical 
Association that condenses medical papers and puts 
them on tape for doctors to listen to. 


Advice in Alvarez Book on Finding 
Family Doctor Results in Mail Deluge 


As A RESULT of advice given in the recently revised 
book, Danger Signals, by Dr. Walter C. Alvarez on 
how to find a good family doctor, hundreds of letters 
are pouring daily into Academy Headquarters. 

Dr. Alvarez, a physician of world wide reputation 
and former medical editor of GP, has long been advis- 
ing in his medical columns that everyone should have 
a good family doctor. A specific answer on how to find 
one has been incorporated in his book which describes 
symptoms that should cause people to hurry toa phy- 
sician and those symptoms that they needn’t worry 
about, 

One of the most common inquiries which Dr. Al- 
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varez receives concerning a 
family doctor is how to find 
one, especially when a per- 
son has recently moved toa 
state where he does not 
know anybody. 

His advice, carried both 
in Danger Signals and re- 
peated in his “Keeping 
Well” medical column is: 
"Write to Mac Cahal of the 
American Academy of Gen- 
eral Practice (Volker Blvd. 
at Brookside, Kansas City 
12, Mo.) for a list of some 
of the best-educated and up-to-date family doctors in 
the area in which you live. The Academy doctors have 
to keep studying to keep up-to-date; if they don’t they 
lose their membership in the organization.” 


Walter C. Alvarez, M.D. 
In Danger Signals, he says 
**Ask the AAGP.”’ 


Report Shows 50 Per Cent of Hill-Burton 
Hospital Projects Are in the South 


SOUTHERN STATES have accounted for 50 per cent of the 
Hill-Burton projects in the ten years since the pro- 
gram’s first grant was made, according to a statistical 
review and analysis released by Public Health Service. 

Fifty-three per cent are in communities with 5,000 
or less population; 13 per cent are in cities with 50,000 
or more. Of the 1,111 completely new general hospital 
projects, 51 per cent are in areas which had no hospital 
previously, 

Overall, the report discloses that 3,514 projects have 
been approved to date, at an estimated cost of $2,874,- 
587,085. Federal contribution is approximately one- 
third of the total. 

The number of hospital beds completed or under 


construction is 152,593. 


Film on Psychosomatic Treatment 
Can Be Obtained on Loan Basis 


A SPECIAL FILM on the family physician’s role in treating 
emotional and psychosomatic disorders is available for 
use in developing postgraduate programs and can be 
obtained on a free loan basis from the Smith, Kline & 
French Laboratories in Philadelphia, Pa. 

The film, a 54-minute kinescope of a closed circuit 
*Videclinic” television program, was developed in 
cooperation with the American Medical Association. 

In the film, motion picture scenes of a physician 
interviewing a patient with psychosomatic symptoms 
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Factual literature sent upon request. 
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are viewed and discussed by a panel comprised of 
Academy Members Andrew S. Tomb, Victoria, Tex. 
and E. I. Baumgartner, Oakland, Md. and Drs. C. 
Knight Aldrich, Minneapolis and C. H. Hardin 
Branch, Salt Lake City. Dr. Leo H. Bartemeier of 
Baltimore is the moderator. 


Guam Physicians Now Organized Under 
Medical Society of Private Practitioners 


PHYSICIANS in private practice in Cuam are now organ- 
ized under the articles of association of the Medical 
Society of Private Practitioners of Guam. 

The doctors felt such a move would promote and 
encourage the practice of the healing arts on the 
island. The organization has been established accord- 
ing to the rules and regulations of the AMA. 

Members of the Board of Directors are Drs. August 
John Dargevics, Gabriel Masry and Edward Falk. 

Membership is divided into three classes: active 
members, those who actively engage in private prac- 
tice; honorary members, physicians not in active prac- 
tice, but who are honored by emeritus positions; and 
associate members, those who are not engaged in active 
practice but who have an association with one or more 
active members of this association. 

The official post office address of the association is’ 
P.O. Box 924, Agana, Guam. 


AHA and ACHA Adopt New Ethics Code 
For Hospitals and Administrators 


Hosprrats and hospital administrators now have a 
new revised Code of Ethics which supplants the code 
which was produced and adopted in 1939 by American 
Hospital Association and the American College of 
Hospital Administrators. 

The revision, prepared by a joint committee rep- 
resenting both groups, consists of a ten-point state- 
ment on hospital ethics and a ten-point statement of 
principles of conduct for hospital administrators. 

The introduction to the code states that “by follow- 
ing these principles the hospital will be better able to 
perform its functions in a manner that will merit and 
receive the endorsement and support of the commu- 
nity it serves.” 

Two of the ten statements in the administrators’ 
code deal directly with his relationship to the hospital 
staff and with the medical staff. The latter states: 

“In his relationships with the Medical Staff of the 
hospital he will support that which is constructive, 
sound, and in the interests of good hospital profes- 
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sional practice; he will resist and oppose that which 
is, in his judgement, harmful, destructive, or unwise.” 


The following is the revised “Hospital Ethics”: 


HOSPITAL ETHICS 


Recognizing that the care of the sick is their first responsibility and a 
sacred trust, hospitals must at all times strive to provide the best pos- 
sible care and treatment to all in need of hospitalization. 


Hospitals, cognizant of their unique role of safeguarding the nation's 
health, should seek through compassionate and scientific care and 
health education to extend life, alleviate suffering, and improve the 
general health of the communities they serve. 


. Hospitals should maintain and promote harmonious relationships 


within the organization to insure the proper environment for the con- 
siderate and successful care and treatment of patients. 


. Hospitals should appreciate and respect individual religious practices 


and customs of the patient. 


. Hospitals, to the extent possible, should conduct educational projects, 


stimulate research, and encourage preventive health practices in the 
community. 


Hospitals should cooperate with other hospitals, health and welfare 
agencies, governmental and private, and other recognized organiza- 
tions interested in promoting the health of the nation. 


. Hospitals in reporting their work to the public should give a factual 


and objective interpretation of accomplishments and objectives with- 
out disparaging the work of other hospitals or related organizations. 


. Hospitels should actively support and encourage every effective method 


which will ease the financial burdens of iliness. 


Hospitals should be fair, honest and impartial in all their business 
relationships. 


. Hospitals should be progressive in policies, personnel practices, and 


efforts to maintain up-to-date equipment, methods and standards of 
performance. 


“Let's put it this way: If you were a truck, you'd be overloaded!” 
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world, now social and alert once 
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to your counselling. But, like all pheno- 
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the minor worries of everyday life. 


Pacatal has shown fewer side effects 
than the earlier drugs; its major benefits 
far outweigh occasional transitory 
reactions. Complete dosage instructions 
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Supplied: 25 and 50 mg. tablets in bottles 
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(25 mg./cc.) for parenteral use. 


back from the brink with 


Pacatal 


Brand of mepazine 


WARNER-CHILCOTT 


1OO YEARS OF GERVICE TO THE MEDICAL PROFESSION 


4, 
tay 
4 
4 a = — 


Two Sparkling Panels on Monday Keynote 1958 Assembly in Dallas 


Tue Committee on Scientific Assembly has summed 
up its 12 months labors in developing the 1958 pro- 
gram with the opinion that it “represents an excellent 
balance between the art and the science of medical 
practice”. 

Some, like the lecture on biliary surgery on Tues- 
day, and the panel on x-ray interpretation on Wednes- 
day, are pure surgery and medicine. Others, like the 
hypnosis clinic on Thursday, reach into the area of 
medical arts or endeavor to expand the horizon of 
medical techniques. 

The two panels which make up the opening session 
on Monday, March 24, are both examples of how the 
committee’s twin objectives can be combined in one 
presentation. For example, in considering ‘The Prob- 
lem of Aging,” the panel members have taken a true 
general practice approach in its initial recognition of 
the geriatric patient as a human being. From that 
starting point, they propose to evaluate both the psy- 
chic problems and the somatic problems. Elderly peo- 
ple face the very personal problem of learning to live 
with changing bodies in a (to them, at least) changing 
world. 

It is the responsibility of the family doctor to help 
them do so with equanimity. It is equally his respon- 
sibility to understand the limitations on the profes- 
sional aid he can provide them—particularly as re- 
gards surgical procedures and, in lesser degrees, in 
medical care and emotional adjustment. 


Moderator Choice a Natural 


To moderate this important discussion, the commit- 
tee made the logical choice of a man who is himself a 
classic example of reaching the “years of prime” with 
sharp mind and sturdy body. As you listen to his ring- 
ing voice and watch his vigorous gestures, on the stage 
of Dallas Auditorium next March, you will find it diffi- 
cult to remember that Dr. Edward Hashinger was re- 
tired from the University of Kansas faculty last June, 
after 36 years of service. 

Professor of medicine since 1937, he served one year 
as dean, and has the distinction of having organized 
and headed the first department of gerontology in any 
medical school. Dr. Hashinger is a member of the 
American Geriatrics Society, the American Geronto- 
logical Association and the National Committee on 
Aging. He has written numerous papers and has co- 
authored two text books on medical procedures. 

The surgical problems of the elderly patient will be 
evaluated by Dr. G. A. Hallenbeck, consultant in 
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Dr. Blainserved successively 


“ical director in the War 


surgery at Mayo Clinic, and associate professor of 
surgery at the Mayo Foundation Graduate School, Uni- 
versity of Minnesota. 

He has been associated with these two institutions 
throughout his career, with the exception of his Air 
Force service from 1943 to 1946. Dr. Hallenbeck also 
holds a Ph.D. degree in physiology. His principal area 
of study has been on the subject of pancreatic secre- 
tions and he is co-author of 
the section on the pancreas 
in Christopher’s Surgery. 
He has also made extensive 
contributions to the litera- 
ture on duodenal ulcer, the 
biliary system and _ portal 
hypertension. 

The third outstanding 
member of this opening 
panel is Dr. Daniel Blain, 
medical director of the — Edward H. Hashinger, M.D. 
American Psychiatric Asso- Vigorous retired facully 
ciation and _ professor of member selected to moderate 
clinical psychiatry at the panel on aging. 
Georgetown University. A 
consultant to both the Vet- 
erans Administration and 
the National Association 
for Mental Health, he has 
also been a member of the 
W.H.O.’s Panel on Men- 
tal Health since 1952. 

His numerous society 
affiliations in the fields of 
psychiatry and watlenbeck, M.D. 
include the American Psy- panelist from Mayo’s to 
chopathological Associa- evaluate surgical problems 
tion, the Society for Re- of the aged. 
search in Nervous and Men- 
tal Diseases, and the Asso- 
ciation for Psychoanalytic 
and Psychosomatic Medi- 
cine. From 1942 to 1948, 


as captain in the Public 
HealthService ;deputymed- 


Shipping Administration; 
and chief, division of psy- 


chiatry and neurology, of 


2: Psychiatric official will cover 
the Veterans Administra- mental problems in the pan- 
tion. el discussion. 
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A simple but neglected diagnostic procedure 


Proctosigmoidoscopy is the only accurate method of polyp 
detection.! Yet internists and general practitioners, upon whom 
diagnosis often depends, continue to neglect it. 


Preparation for proctosigmoidoscopy in office or hospital is 
greatly simplified by the FLEET ENEMA Disposable Unit. 
Cleansing is thorough yet gentle, permitting a clear field,’ and 
more effective than one or two pints of soap suds or tap water.” 
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phate and 6 Gm. Sodium Phosphate, in a ready-to-use squeeze 
bottle with self-lubricated, anatomically correct rectal tube. 


1. Crumpacker, E. L., et al, AMA Arch. Int. Med. 98:314, 
1956. 2. Swinton, N. W., Surg. Clin. No. Am, 35:833, 1955. 
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Teen-Age Problems To Be Discussed 


The second portion of Monday afternoon will be de- 
voted to “The Emotional and Physical Problems of the 
Teen-Ager”. This is not another of the typical point- 
with-alarm presentations, full of banalities and im- 
practical generalities, so often encountered in the lay 
press and even on medical programs. The panel pro- 

poses to approach the prob- 
oe (eos lem not only from the rela- 

tionship of the family doc- 
tor, but also from the per- 
spective of the doctor who 
is himself a parent. 

Further, as the title in- 
dicates, the discussion is 
also to include the physical 
aspects of adolescence: en- 
docrine problems, bone 
development, postural 
changes, genital maturity, 
even the ever-present night- 
mare of acne. This bids to 
become the most compre- 
hensive, compact discus- 
sion ever built around the 
family doctor’s role in guid- 
ing the child into adult- 
hood. Every Academy mem- 
ber who has or is about to 
have any teen-agers around 
his own fireside will hear 
this panel with open, atten- 
tive ear. 

The committee’s imme- 
diate, obvious and unani- 
mous choice as the modera- 
tor of this group was the 
well-known member of the 
Academy, Dr. Andrew S. 
Tomb of Victoria, Tex. As 
the successful head of a 
large clinic, and a diligent 
student of the medical sci- 
ences, he is thoroughly con- 
versant with the somatic, 
physiologic and endocrino- 
logic aspects of the prob- 
lem. As chairman of the 
Academy’s Liaison Com- 
mittee on Mental Health, 
he can discuss authorita- 
tively the psychologic and 
emotional pressures and 


Andrew H. Tomb, M.D. 

Well known AAGP mem- 
ber, himself a parent, to 
moderate panel on teen- 
agers. 


George A. Constant, M.D. 
Qualifies as teen-age panel 
expert on pediatric psy- 
chiatry. 


John G. Young, M.D. 

As the final teen-age panel 
barticipant, he assures a 
down-to-earth approach to 
the problems. 
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adjustments. As a former chairman of the Committee 
on Scientific Assembly, he is fully acquainted with the 
techniques that keep a panel discussion fast paced 
and sparkling. His participation is adequate assurance 
that this topic will be second to none in the entire 
program. 

The second member of this team is a man of unusual 
dedication. After having well started a successful ca- 
reer of teaching and research at such institutions as 
Nebraska and Northwestern universities, Dr. George 
A. Constant concluded there was need for the services 
of neuro-psychiatrists in the smaller communities as 
well as the cities. Fortunately for the residents of 
Victoria, Tex., he selected that community. 

He has not completely abandoned his teaching 
activities, however, since he is associate professor of 
pediatric psychiatry at University of Texas in Galves- 
ton. His diversity of interests is indicated by member- 
ship on the Texas Committee on Alcoholism, the 
Association for Advancement of Religion and Mental 
Health and Rotary Club. His professional writing has 
ranged from pure laboratory science through physio- 
logic research to an analysis of the community aspects 
of alcoholism. 

The third panelist will be well and enthusiastically 
remembered by everyone who attended the Los An- 
geles Assembly. Dr. John G. Young is consultant in 
pediatrics at Baylor University Hospital, clinical pro- 
fessor of pediatrics at Southwestern Medical School, 
and chief of staff at Children’s Hospital in Dallas. 

He is also president of the Board of Trustees of 
Southwestern Christian College. Perhaps the best 
“capsule” description of Dr. Young as a person is that 
which concluded his biographical sketch in the 1955 
Official Program: “‘In addition to being a physician of 
great ability and a speaker of great charm, he is also a 
farmer, a hunter and a fisherman.” If you were at Los 
Angeles, you can anticipate the down-to-earth ap- 
proach he will make to the problem at hand. 


Special Observances for Anniversary 
Assembly Set at Fall Planning Session 


Ptans for special activities which will be a part of the 
Academy’s Tenth Annual Scientific Assembly next 
March were laid at an advance planning meeting early 
this fall in Dallas. 

As the Dallas Assemply will be the tenth anniver- 
sary meeting many special functions are being planned 
in addition to the usual activities. Since the Dallas 
Southern Clinical Society is foregoing its own meeting 
to help the Academy celebrate this milestone, Tues- 
day, March 25, will be designated Dallas Southern 
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—EVEN METABOLISM TEST APPARATUS! 


The constant processes of engineering science and manu- 
facturing skills have brought about changes in this field, 
too! Thanks to these changes, BMR tests are now 
practical as well as accurate because they’re simpler 
and easier to administer. The new, automatic, 
“self-calculating” BasalMeteR does away with 

all slide rules, conversion tables and other 
result-finding paraphernalia so long asso- 

ciated with BMR tests. This new unit does 

its own precise calculating and computing; 

gives you a direct-reading of the result 
immediately on completion of the test. If you 
haven't seen literature on this drastically “‘dif- 
ferent” BMR unit, mail the coupon (below) today! 


|| THE L-F BASALMETER 


BASAL METABOLISM APPARATUS 


THE LIEBEL-FLARSHEIM CO., GP 
Cincinnati 15, Ohio 
Gentlemen: Please send me, without obliga- 


tion, the 6-page brochure “BMR and YOU,” 
describing the L-F BasalMeteR. 
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Handling the Local Angle—Dr. George V. Launey, immediate past 
president of the Texas Academy of General Practice, is chairman of 
the Local Arrangements Committee for the Tenth Anniversary 
Assembly next March in Dallas. He is shown with Mrs. Warren 
Shoecraft, wife of a well known Dallas member, who will plan 
entertainment for the ladies. 


Clinical Society Day. Dallas Southern Clinical Society 
officers will be invited to preside at the Tuesday 
scientific sessions. 

Academy Executive Secretary Mac F. Cahal was ac- 
companied to Dallas by several Headquarters staff 
members. They met at the Statler-Hilton, the desig- 
nated Headquarters Hotel, with members of the Local 
Arrangements Committee. 

Dr. George V. Launey of Dallas is chairman of the 
Local Arrangements Committee. Mrs Warren Shoe- 
craft, wife of a Dallas member, is chairman of the 
Ladies’ Entertainment Committee. Chairmen of the 
other sub-committees are Dr. Walter H. Patton, Sci- 
entific Exhibits; Dr. Cecil Holt, Hospitality Committee 
and Dr. Benjamin Barzune, Registration Committee. 


Colorful Old Mexico Will Be Site of the Academy’s 
1958 Post-Assembly Invitational Scientific Congress 


FINAL PLANS for the 1958 post-Assembly Invitational 
Scientific Congress have been made under the leader- 
ship of Dr. Norman R. Booher, by a special committee 
of four of the Board members, Drs. Floyd C. Bratt, 
M. C. Wiginton and Fount Richardson, the Board 
chairman. The congress, on Monday, March 31 in 
Mexico City, will be held at the fabulous new Univer- 
sity of Mexico. Distinguished medical colleagues of 
Mexico will present papers of extreme interest, each 
in English. 

Physicians from the United States attending the 
meeting will be asked to pay a registration fee of $25 
to defray expenses of the scientific meetings, printing 
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Palace of Fine Arts—Enroute to Xochimilco, post-Assembly travelers 
will stop at the Palace of Fine Arts to see the Tiffany Glass Curtain. 


of the program, and publishing of the proceedings 
which serves as a certified record of attendance. 

Fascinating side trips through old Mexico have been 
arranged by Lee Kirkland Travel of Kansas City. An 
all-out effort has been made to arrange a different 
travel program from that provided in 1953 in order 
that members who made the earlier trip will not have 
a duplicate itinerary. , 

The first day, Saturday, March 29, sightseeing will 
begin at the Cathedral and the National Palace. From 
there, the group will go to the Flower Market, visit a 
glass factory, and Chapultepec Park and Castle. A 
reception and cocktail-buffet in the elegant Belvedere 
Room atop the Continental Hilton will be evening 
events. 

On Sunday, March 30, the activities feature an ex- 
cursion to famed Xochimilco to see the beautiful 
floating gardens from gondola-type boats. Enroute, 
there will be a stop at the Palace of Fine Arts to see the 
Tiffany Glass Curtain. The Bull Ring with all its color 
offers an afternoon of excitement. Dinner will be at 
one of the fine restaurants of Mexico City. 

While the doctors attend the Eighth Invitational 
Scientific Congress on Monday, the ladies are invited 
to attend a special program on Mexican art, archaeol- 
ogy and history presented by the School of Humani- 
ties of the university. Tours of the lovely Pedregal 
Garden residential section top off the day. The evening 
is full of leisure time for additional sightseeing. 

A special visit to the famed Pyramids of the Sun 
and the Moon and the Temple of Quetzalocoatl in an- 
cient Teotihuacan Tuesday, April 1, promises breath- 
taking sights and a look at the past. Enroute will be 
stops at the Shrine of Guadalupe and the Monastery 
of Acolman. A special event of the evening will be a 


193 


= 


Keep 


the 


OBESITY 


means help 
@ For those who eat too much 
@ For those who are depressed 


‘Methedrine’ dispels abnormal craving 
for food, subtly elevates the mood. 


‘Methedrine” brand Methamphetamine 
Hydrochloride Tablets 5 mg., scored 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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gala dinner party at Mexico City’s finest theatre-res- 
taurant—E] Patio. 

Departures for home are scheduled soon after 
breakfast on Wednesday, April 2. These traveling by 
train will arrive in San Antonio to make individual 
connections home, and those flying will arrive in 
Dallas. 

The Kirklands will make special arrangements for 
those wishing to make extended tours through Mexico. 
Trips vary from three to ten days and include exotic 
Acapulco, Taxco and Fortin de los Flores. One excur- 
sion features Guatemala and Yucatan. 

As reservations are made, necessary information 
concerning hotels, type of clothing needed and neces- 
sary documents will be furnished. 


In the Planning Stage —Staffers from Headquarters and several 
members of the Local Arrangements Committee are shown during 
a recent informal meeting in Dallas. Left to right are Miss Connie 
Sherman, Dallas Hotel Association; Miss Helen Cobb, Executive Sec- 
retary Mac F. Cahal, Mr. Charles E. Nyberg and Mr. Walter H. Kemp 
(both standing) all of Kansas City; Mrs. Warren Shoecraft, Dr. 
George V. Launey, Dr. Benjamin Barzune, Mrs. Launey and Dr. Cecil 
Holt all of Dallas, Miss Kay Alexander and Mr. William McVay of 
Kansas City. 
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when you can FASTER 
and SAFER in the 


PELTON 
AUTOCLAVE 


So Easily Operated 


TRANSFER 
After lodding, 
simply transfer 
steam from re- 
serve to steriliz- 
chamber. In 
only a few sec- 


is attained. 


DISCHARGE 
When steriliza- 
tion is com- 
pleted, dis- 


in a minute or 
two entire con- 

tents are re- 
moved com- 
pletely sterile 
and dry. The 
autoclave is 
ready for sec- 


AVAILABLE IN 3 SIZES 
See your dealer or send coupon. 


elton & 


CHARLOTTE 3, 


the 


NORTH CAROLINA 


Please send me more information and prices on model. 
: FL-2 (6” x 12”) HP-2 (8” x 16” LV-2 (12” x 22 


Gentlemen: am interested in the Pelton time-saving Autoclave.: 


i 


WHY BOIL? 
a 
ig closing transfer 
valve and crack 
“Well, doctor, the way it started... I'd been play- : : 
ing bridge all afternoon, and | was vulnerable the 0s 
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SCIENTIFIC LECTURE PROGRAM 


TENTH ANNUAL SCIENTIFIC ASSEMBLY OF THE AMERICAN ACADEMY OF GENERAL PRACTICE 
MARCH 24-27, DALLAS, TEXAS 


12:00-1:30 p.m. 


OPENING OF PROGRAM 
WELCOMING SPEECHES 
1:00 p.m. 


2. Common Anemias 
of Infancy and 
Childhood 

Anthony V. 

Pisciotta, M.D. 


E. Grey Dimond, 
Bruce Logue, M.D. 


Monday Tuesday Wednesday Thursday 
Hour March 24 March 25 March 26 March 27 
9:00-9:30 a.m. REGISTRATION Surgery of the Diagnostic Trauma 
BEGINS 9:00 A.M. Biliary Tract Clinic on X-Ray Nicholas J. 
Manuel E. Interpretation Giannestras, M.D. 
OPENING Lichtenstein, M.D. Leo G. Rigler, M.v. MODERATOR 
OF SCIENTIFIC MODERATOR Harrison L. 
9:30-10:00 A.M. AND TECHNICAL The Indefinite Sol Katz, M.D. McLaughlin, M.v. 
EXHIBITS Mines Chest Fractures 
9:00 a.m. Conrad G. Julian M. Michael L. 
Gite, an Ruffin, M.D. Mason, M.D. 
, Abdomen Hand Injuries 
Frank H. 
Mayfield, M.v. 
Head and Neck Injuries 
10:00-11 :00 a.m. RECESS FOR EXHIBITS 
11:00-12:00 a.m. Pediatric Medicine Limitations Medical Hypnosis 
1. Antibiotics in of the EKG with Practical 
Pediatrics Willis Hurst, M.v. Demonstrations 
Erwin Neter, M.D. MODERATOR William T. Heron, M.v. 


MODERATOR 
Maurice E. 

Bryant, M.D. 
Milton H. 

Erickson, M.D. 


NOON RECESS 


4:30-5:00 p.m. 


Physical Problems 

of the Teen-Ager 

Andrew S. Tomb, M.v. 
MODERATOR 

John G. Young, 
(Pediatrician) 

George A. Constant, 
M.D. 
(Psychiatrist) 


and His Problem 
Eye Cases 
Malcolm A. McCannel, 


M.D. 


The Dizzy Patient— 
Is it Labyrinthitis? 
Theo. Walsh, m.v. 


1:30-3:00 p.m. The Problem of New Developments Manipulative 
Aging in Medicine and Operative 
1. Medical Problems | 1. Coronary Obstetrics 
Edward H. Hashinger, Thrombosis Herbert E. 
M.D. Howard B. Sprague, Schmitz, M.D. 
2. Psychiatric and M.D. MODERATOR 
Adjustment 2. Newer Concepts Jack A. Pritchard, 
Problems in the Treatment M.D. 
Daniel Blain, M.v. of Duodenal Ulcer Willard R. Cooke, M.v. 
3. Surgical Problems| Stewart G. Wolf, Jr., Robert A. Johnston, 
G. A. Hallenbeck, m.v. M.D. M.D. 
3. The Treatment of 
Common Skin 
Diseases 
Everett C. Fox, M.D. 
3:00-4:00 p.m. RECESS FOR EXHIBITS 
4:00-4:30 p.m. The Emotional and The Family Doctor Urologic 


Problems in 

General Practice 

Lloyd G. Lewis, M.D. 
MODERATOR 

Harry M. Spence, M.d. 

Daniel R. Highee, M.v. 


EVENING 


STATE CHAPTER 
FUNCTIONS 


DELEGATES DINNER 


PRESIDENT’S 
RECEPTION 


LECTURE PROGRAM 
ENDS 12:00 NOON 


EXHIBIT HALLS 
CLOSE 12:30 P.M. 
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Tenth Annual Scientific 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


DALLAS, 


Make Your 
Hotel Reservation 
Early! 


ALTHOUGH there is a large number of hotels in Dallas 
and a maximum of their rooms will be available for our 
Assembly, last year’s attendance in Saint Louis, Missouri, 
indicates all rooms will be assigned by February 1, 1958. 
Make Your Reservation . . . Now! But if you are unable to 
attend, cancel early so another member may have an op- 
portunity to attend. 


Py 


Map of Downtown Dallas 


Showing Key Convention 
Locations 
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TEXAS, MARCH 24-27, i953 
(COMBINED WITH THE DALLAS SOUTHERN CLINICAL 


REMEMBER: 
} Room assignments will be made in order received. 


» Reservation requests should be sent to the AAGP Housing 
Bureau, 1101 Commerce Street, Dallas, Texas. 


> Only a few rooms available at the Hotel Statler Hilton in 
addition to those set aside for delegates and speakers. 
Delegates must make their own reservations although a 
block of rooms is reserved for them. A special form will 
be sent delegates of record. 


» Be sure to list definite arrival and departure time; names of 
all occupants of room. 


> Academy Headquarters will be at the Dallas Memorial 
Auditorium 


> Delegates’ registration at the hotel Saturday morning, March 
22. Advance registration for members at the hotel on Sat- 
urday afternoon, March 22, and Sunday, March 23; also at 
the Dallas Memorial Auditorium on Sunday, March 23. Start- 
ing Monday morning, March 24, all registration at Dallas 
Memorial Auditorium. 


> CANCEL EARLY if you cannot attend so another member 
may obtain a room. 


USE THIS CONVENIENT HOTEL RESERVATION FORM @ 


SOC'‘ETYR 


F 
r 
i 
0 
| BA 
GAR 


City... State already been taken. 


Singles Doubles Twins Suites 
*ADOLPHUS $ 5.00-14.00 $ 8.50-14.00 $ 9.00-15.00 $20.00-40.00 
*BAKER 5.00-11.00 7.00-11.50 8.50-14.00  23.00-37.50 
CLIFFTON 4.00 4.00- 6.00 
*CLIFF TOWERS 4.00- 5.50 5.50 7.00- 8.00 15.00 
HOTEL COTTON BOWL 3.50 9.00 
ETY ROOM RATES DALLAS 5.00- 8.00  6.00-10.00 8.00-12.50 _18.00-24.00 
HIGHLANDER 9.00 12.00 
LAKEWOOD 4.50- 5.50 6.00- 7.00 
LAWN 4.50- 5.50 6.00- 7.00 
. ® LENNOX 5.00 7.00 7.50 10.00-32.00 
Appl ication LIDO 7.00-10.00 7.00- 9.00 8.00-10.00 20.00-25.00 
- LOMA ALTO 4.50- 5.50 6.00- 7.00 7.00 10.00-12.50 
for Housing LYNN 5.00- 6.00 6.50- 7.50 7.00- 8.00 11.50-12.00 
*MAYFAIR 4.00- 5.00 5.00- 7.00 7.00- 8.00 7.50-12.00 
d ti MELROSE 6.00-10.00 8.00-10.00 9.00-12.00 16.00-26.00 
OAKS MANOR 6.00-10.00 7.00- 9.00 8.00-10.00 18.00-20.00 
FoR YOUR CONVENIENCE in making hotel reservations for *xSOUTHLAND 4.50- 8.50 5.50- 8.50 7.50-15.00 16.50-17.50 
coming meeting of The American Academy of General *STATLER HILTON 7.00-14.00 10.00-16.00 12.50-18.00 —25.00-75.00 
Practice on March 24-27, 1958, in Dallas, hotels and their Headquarters Hotel (Limited number of rooms available for general assignment.) 
Send. Che STONELEIGH 6.00- 9.00.2... 8.00-11.00 16.00-28.00 
of the *TRAVIS 5.50- 9.00  8.00- 9.00 9.00 15.00 
wand mac *WHITE-PLAZA 5.00- 8.00 5.50-10.00 —7.00-12.00 —_10.00-27.00 
the hotel of your choice i request rooms to be 6.80 7.50 9.00 10.00-20.00 
WYNNEWOOD 4.00- 6.00 5.50- 7.00 6.00- 7.00 —9.50-15.00 
through the housing bureau. All requests for reservations . 
date and approximate hour of departure. Names and addresses *Denotes downtown hotels. 
of all persons who will occupy rooms requested MUST be in- 
cluded. ALL RESERVATIONS MUST BE RECEIVED PRIOR TO MARCH 1, 1958 
ORM 
| AAGP Housing Bureau 
| 1101 Commerce Street 
Dallas, Texas 
\\ Please reserve the following accommodations for the A.A.G.P. Tenth Annual Scientific Assembly on March 24-27, 1958 in Dallas, Texas. 
4 Single Room Double Bedded Room. Twin Bedded Room. 
YS 2 Room Suite. Other Type of Room. Rate: From $ to $ 
i | First Choice Hotel Second Choice Hotel Third Choice Hotel 
! | Arriving at Hotel (date) Hour A.M. P.M. 
_ | Leaving (date) Hour AM. P.M. 
_} | THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin bedded room 
a | requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms asked for: 
| 
| 
| 
\ | (Individual Requesting Reservations) 5 If the hotels of your choice are unable to accept 
oh N your reservation the AAGP Housing Bureau will 
| Name... 
Add make as good a reservation as possible elsewhere 
, | on providing that all hotel rooms available have not 
| 
| 
| 
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triple 
protection’ 
for your 


LANTEEN JELLY 
~The preferred LANTEEN diaphragm and jelly 
technique of contraception affords extra benefits to 
patients susceptible to trichomonas reinfestation 
and moniliasis. LANTEEN jelly is not only spermi- 


cidal, but also trichomonastatic and moniliastatie. 
No need to change to condom method. No extra cost. 


LANTEEN contraceptive jelly enables all your patients to use continuously the 
safest conception control method. Even your problem patients do not have to 
interrupt the diaphragm-jelly technique. The evident increase in the incidence 
of moniliasis suggests the use of a contraceptive that has been shown in the 
laboratory to be moniliastatic. Also, LANTEEN jelly’s proven activity against 
trichomonas can aid in preventing reinfection with this organism by the 
male partner. Write for complete details of LANTEEN’s triple protection. 
NOTE: LANTEEN JELLY 1S NOT A TREATMENT FOR CLINICALLY ACTIVE MONILIASIS OR TRICHOMONIASIS 

LANTEEN JELLY CONTAINS RICINOLEIC Aacip 0.50%, HEXYLRESORCINOL 0.10%, CHLOROTHYMOL 0.0077%, 

SODIUM BENZOATE AND GLYCERIN IN A TRAGACANTH BASE. DISTRIBUTED BY CEORCE A. BREON & COMPANY, 


1450 sroapway, NEw york 18, N.Y. (IN CANADA: E. & A. MARTIN RESEARCH LTD., 20 RIPLEY AVE., 
TORONTO, CANADA) MANUFACTURED BY ESTA MEDICAL LABORATORIES, INC., CHICAGO 38, ILLINOIS. 


Prescribe LANTEEN JELLY for comprehensive conception control. 
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Medical News in Small Doses: 


Memser Tom Moore, prominent Algood, Tenn. physi- 
cian who has practiced in middle Tennessee for 58 
years, recently completed his memoirs which cover a 
half century of practice. Upon publication of his book, 
“Uncle Tom,” he was honored at an autographing 
party which was attended by more than 300 Putnam 
County residents. Dr. Moore was Tennessee’s General 
Practitioner of the year in 1951 .... President of the 
University of Toronto, Dr. Sidney Smith, has an- 
nounced that the Rockefeller Foundation has granted 
the University $110,000 for studies of general medical 
practice in Canada. This money will be used to extend 
the Survey of General Practice which is being carried 
on by the School of Hygiene of the university in collab- 
oration with the College of General Practice of Can- 
ada....Dr. Marvin H. Olson, Academy member from 
Wittenberg, Wis., has been appointed national chair- 
man of the membership committee for World Medical 
Association....Construction of the new teaching hospi- 
tal for the medical center at West Virginia University 
is now under way. The $13,172,000 building is ex- 
pected to be completed sometime in January, 1960.... 
Of the 61 March of Dimes grants and appropriations 
which have been announced by National Foundation 
for Infantile Paralysis, one will concern research 
toward vaccines to protect the human nervous sys- 
tem against invasion of viruses. Dr. Jonas E. Salk will 
direct this research at the University of Pittsburgh 
....+ Dr. Merwin Reid Chappel, formerly associate 
professor of hygiene and assistant director of the 
student health program at the University of Illinois, 
has been appointed head of the University of Arizona 
student health service. Dr. Chappel, an Academy 
member, will be the first full-time director of the stu- 
dent health service at the university .... January 1 is 
the deadline for applications for fellowships in the 
field of respiratory diseases and tuberculosis which are 
offered by National Tuberculosis Association. All 
awards are determined by individual circumstances 
and are paid directly to the Fellow on a quarterly basis. 
Further information may be received from The Direc- 
tor of Medical Education, American Trudeau Society, 
c/o The Henry Phipps Institute, Seventh and Lombard 
Streets, Philadelphia 47, Pa. . . . James Liston, special 
features editor of Better Homes and Gardens since 1951, 
will take over as chief editor of Today’s Health, the 
AMA’s popular health magazine, on November 15... 
Diabetes Week will be observed nationally November 
17-23, Although the goal is to find one million un- 
deiccted diabetics, it is estimated that the number of 
ntials total 4,750,000. 
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CONTINUE 


D FROM PAGE 35 


On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 


tioners 


will have an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable 


Sor pos 


tgraduate study credits under Category I. Members 


should report actual hours of attendance. Maximum 
hours listed when available. 


Dec. 


*Dec. 


*Dec. 


*Jan. 
*Jan. 


*Jan. 


*Jan. 
*Jan. 
*Jan. 


*Jan. 


*Jan. 


*Jan. 


*Jan. 


3~6. American Medical Association, 1957 clinical 
meeting, Philadelphia. 

3-Apr. 25. University of Kansas, circuit course, 
afternoon and evening sessions, one day each 
month, Manhattan, Hutchinson, Winfield, Em- 
poria, Concordia, Colby, Hays and Dodge City. 
(36 hrs.) 

4. Nassau County (New York) chapter and Nassau 
County Medical Society, lecture course on the com- 
mon problems in office pediatrics, eight Wednes- 
days, South Nassau Communities Hospital, Ocean- 
side, N. Y. (8 hrs.) 


. 4-6. University of Buffalo, course in recent ad- 


vances in cardiovascular disease, Buffalo, N. Y. 

9-13. American College of Chest Physicians, 
third annual course on diseases of the chest, 
Hotel Ambassador, Los Angeles. 


. 11-12. Connecticut State Medical Society and Yale 


University, 32nd Connecticut Clinical Congress, 
Hotel Statler, Hartford. (12 hrs.) 


. 14. Puerto Rico chapter, annual meeting, Puerto Rico 


Medical Association building, Santurce. 


" 6-Jun. 27. Highland View Hospital and Western Re- 


serve University, course in physical medicine 
and rehabilitation, Highland View Hospital, 
Cleveland. 

8-9. University of Buffalo, course in management 
of trauma, Buffalo, N. Y. 

13-14. University of Kansas, pulmonary disease 
clinic, Kansas City, Kan. 

15. Nassau County (New York) chapter and Nassau 
County Medical Society, course on electrocardiog- 
raphy, 15 Wednesdays, Meadowbrook Hospital, 
Hempstead. (15 hrs.) 

15-16. University of Kansas, symposium on gas- 
troenterology, Kansas City, Kan. 

16-17. University of Nebraska, course on obstet- 
rics and gynecology, Omaha. 

17-18. University of California, course on der- 
matology, San Francisco. 

19. Southwestern Ohio Society of General Physi- 
cians, seminar on heart diseases, Hartwell Country 
Club, Cincinnati. (44% hrs.) 

20-23. University of Kansas, symposium on rad- 
iology and radioactive isotopes, Kansas City, 
Kan. 

22-23. University of Buffalo, course in cancer, 
Buffalo, N. Y. 
27-31. New York University-Bellevue Medical Cen- 
ter, course on culdoscopy, New York City. 


*Feb. 2-Apr. 6. University of Kansas, course in radio- 


logic physics, two-hour sessions on Sundays, 


ten weeks, Kansas City, Kan. (20 hrs.) 


*Feb. 5-6. University of Buffalo, course in medical and 


surgical aspects of urinary tract disease, Buffalo, 
N.Y. 


*Mar. 24-27. American Academy of General Practice, 


Tenth Annual Scientific Assembly, Dallas Memorial 
Auditorium, Dallas, Tex. (15 hrs.) 


* Dec 
‘Dec 
‘Dec 
i 


* COMFORT 


GREATER + SEcurity 


There is a Nalon Colostomy Appliance* 
to meet every need: 


Nalon Appliance with disposable plastic bags—for 
immediate post-operative use, for additional 
security in time of emergency 

Nalon Colostomy Shield Appliance—a light-weight 
compact shield for the patient with a trained 
colostomy 

Nalon Colostomy Irrigating Appliance—a complete 
irrigating kit for daily colostomy irrigation 

Also available—Special Nalon Double Stoma Co- 
lostomy Appliance and Colostomy Shield Appliance 


* FLEXIBILITY 


The new line of Nalon Colostomy Appliances has 
been developed from practical experience with 
colostomy patients. They provide lighter weight, 
easier assembly and simplify irrigation and 
disposal. 

Nalon Colostomy Appliances have a flexible body 
ring that permits full body movement and com- 
plete normal physical activity. The light-weight, 
flexible ring can be cemented to the skin— 
makes possible comfortable adhesion to the 
body and provides the colostomy patient with 
greater comfort and security, particularly with 
the protective shield which may be used between 
irrigation periods. 


Available at your surgical supply dealer 


® 
avon) RUBBER COMPANY 
PROVIDENCE 2. R. I. 


*All Naton Colostomy Appliances feature the patented Nalon Colostomy ring — light-weight, flexible, 
comfortable. Users report a ‘‘hardly-know-!’m-wearing it’’ feeling! 
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Big Agenda Covered in Brisk Pace by State Officers in Kansas City 


NEITHER THE DAY nor the room seemed of sufficient 
length or size to handle the volume of this year’s 
State Officers’ Conference in Kansas City. Registration 
totaled 122 which meant that several states had multi- 
ple representatives since six states were not repre- 
sented at all. 

Dr. R. Varian Sloan of Honolulu, secretary-treas- 
urer of the Hawaii chapter, drew honors for having 
come the greatest distance. 

The program was planned by a committee com- 
posed of Dr. Earl C. Van Horn, Cincinnati; Dr. Ralph 
Cross, Johnson City, Tenn. and Dr. Bernard Harpole, 
Portland, Ore. (See cut.) Dr. Van Horn, who earlier 
that week had become president of the Ohio chapter, 
served as chairman of the conference. 

The time and content of next year’s conference will 
be determined following an appraisal of a question- 
naire which next year’s committee prepared and dis- 
tributed to each of the state officers. 

October GP News carried a brief account of the 
September 22 meeting, devoting considerable space to 
photos of the activities and personalities who were the 
conference participants. 

In addition to all the commission chairmen, the 
chairmen and leaders of many of the Academy’s chief 
activities, Executive Secretary Mac F. Cahal and Mr. 
William H. Bartleson, executive secretary of the Jack- 
son County (Missouri) Medical Society, who spoke at 
the conference, Dr. Clarke Wescoe, dean of the Uni- 
versity of Kansas School of Medicine, was a special 
guest speaker. 

Immediately following the panel discussion on gen- 
eral practice residencies, of which he was a panelist, 
Dean Wescoe stopped at the podium for a few addi- 
tional words to the officers. Included in his off-the- 
cuff remarks was his belief that socialized medicine 
need not refer only to government dictation; social- 
ized medicine could come about right within the ranks 
of medicine. He maintained that all physicians should 
not be forced to practice medicine according to the 
way one segment of medicine wants it. 

Because of the volume of the day-long program, the 
coverage was confined to the main points of interest 
covered in the speeches. 

Each part of the program has been reported below 
under the title of each topic. A summary of each talk 
follows the speaker’s name. 


Panel Discussion on Membership—Dr. Ralph Cross, 
chairman 
Panguists: Dr. D. Wilson McKinlay, chairman of 
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the Commission on Membership and Credentials; Dr. 
Norman Booher, vice chairman of the Commission on 
Membership and Credentials; Dr. Daryl Harvey, repre- 
senting the Kentucky chapter, second place member- 
ship award winner in 1956. 

The panel’s overall theme was how to improve mem- 
bership programs in the state chapters. 


Dr. Harvey: Kentucky’s success is due toan organized 
membership drive. The state is divided into 15 dis- 
tricts with a representative from each district on the 
chapter’s membership committee. The committee, 
working with a part-time field secretary, works one 
district at a time, beginning with the strongest districts 
first. 

Personal contact is the most important aspect. Once 
the prospective member has filled out his application, 
it is rapidly processed and he begins to receive GP. In 
the larger cities, special effort is made to contact in- 
terns and residents. The state’s medical schools talk 
general practice and the Academy. Senior medical 
students receive weekly lectures on general practice 
and are always invited to the state dinners. All doctors 
in the state are invited to the scientific meetings; 
application blanks are available there. 

Good publicity is given the chapter by the Louis- 
ville papers (the only ones with statewide coverage). 
Chapter activities such as the selection of General 
Practitioner of the Year (emeritus members can be sel- 
ected only every three years) and a citation to the one 
who has contributed the best article to a publication 
during the year keep the members interested. 

Last year the chapter sponsored 106 hours of meet- 
ings and courses rating Category I credit. 

The most important points of Kentucky’s member- 


Officers’ Conference Planners—Appointed by the Academy’s Board 
of Directors to comprise this year’s State Officers’ Conference Com- 
mittee, this trio (left to right), Dr. Ralph Cross, Dr. Bernard Harpole 
and Dr. Earl C. Van Horn as chairman, arranged a very successful 
program, 
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HE’S OFF CAFFEIN... 


but he still enjoys his coffee as much as ever! 


Hearty ... robust . . . full man-sized flavor! That’s new Instant 
Sanka Coffee. No matter how much coffee your patients like to 
drink . . . Instant Sanka can’t get on their nerves or keep them 
awake. All pure coffee. 97% caffein-free. 


DIN STAN! 


STA A 


COFFEE 


“ets you 


A fine coffee from General Foods 
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ship campaign are: (1) screen potential members care- 
fully on the local level and let local doctors make the 
contact; (2) stress the educational requirements and 
advantages of membership; (3) process the application 
rapidly; (4) put many men to work in the organization; 
(5) add young men to the membership committee as 
they are close to young doctors who are the potential 
for new members. 


Dr. Booher: His contribution to this “pick and shovel” 
meeting was an effort to build membership. To show 
the Academy’s growth, he gave a year-by-year account 
of membership figures, beginning with 2,066 in July, 
1947 to the August 30, 1957 total of 22,746. The over- 
all membership total, counting deaths, resignations 
and those who have been dropped adds up to 28,405. 
The 5,672 attrition was broken down as follows: death, 
1,017; resignations 2,080; dropped for failure to keep 
up study credits, 839; failure to pay dues, 1,701; 
other reasons, 35. 

Until 1955 the chapters’ mailing projects were 
handled entirely through commercial sources. Since 
that time Headquarters has offered help to the state 
chapters. In 1957, however, only five chapters have 
requested mailing help. 

He pointed out that one of the chief sources of po- 
tential members are those who have been in practice 
for some years who have never joined the Academy for 
one reason or another. He said in some areas doctors 
are ashamed to say they are general practitioners. 

He discussed ways to improve the Membership Serv- 
ice Exchange Bulletin so that it may aid in gaining new 
members. In recent issues, a pertinent cartoon con- 
cerning membership has been used in the bulletin. 
Each month the commission members furnish material 
concerning membership campaigns and the best mem- 
bership articles from state publications are being re- 
printed in the bulletin. 


Dr. McKinlay: To gain and hold members, there is a 
need to review the advantages of Academy member- 
ship. These are: (a) postgraduate education (b) im- 
proved general practice relations with hospitals (c) 
better intraprofessional relations (d) complete mem- 
bership directory (important for intercity and state 
contacts for patients who move) (e) belonging to a 
strong organization, which is not strictly a pressure 
group (f) increased prestige (g) material gains—ofh- 
cial journal and insurance program. Personal contact 
again is emphasized as being the most important meth- 
od of gaining members. Short application blanks, 
not nomination blanks, should be given to prospective 
members. 

The AMA has formed a special committee to study 
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preparation for general practice—what the general 
practitioner of the future should be and how he should 
be trained. The Academy has a special committee, 
headed by Holland Jackson, which is working on a 
report for the AMA. 

It is vital that the Academy presenta sound program 
immediately. There are two reasons for this: (1) the 
AMA must not set up standards which the Academy 
cannot accept and (2) the American Society of Inter- 
nists may try to jump the gun on the Academy. The 
new internist society feels internists should broaden 
their training so they may be the family doctor of the 
future. There is need for fast action, for the Academy 
may stand or fall on this issue. 


Panel Discussion on General Practice Residency Program 
—Dr. Bernard Harpole, chairman 

Panetists: Dr. Marjorie Conrad, immediate past 
chairman, Mead Johnson Award Committee 

Dr. Clarke Wescoe, dean, University of Kansas 
School of Medicine 

Dr. William Shaw, Fayette, Mo. 


Dr. Conrad: The general practitioner without more 
than a one-year rotating internship is finding it in- 
creasingly difficult to obtain more than courtesy privi- 
leges in some hospitals. ' 

He is responsible for at least 80 per cent of the prob- 
lems of each family he cares for, which necessarily 
requires knowledge of all the specialties. Hence, a 
well-balanced residency could be considered a neces- 
sity for a sound foundation on which to build his 
practice of medicine. 

The well-trained resident will start in general prac- 
tice knowing his capabilities as well as his limitations, 
and will be able to have those hospital privileges he 
desires upon demonstration of his abilities. 

Each general practitioner should encourage the 
young doctor to follow along through an approved gen- 
eral practice residency setting his sights on general 
practice. This encouragement could best be accomp- 
lished in several steps. 

The first step is to interest the man or woman in 
general practice by encouraging him or her to get to 
know patients and families as a group rather than as 
single cases. 

The second step is to be able to discuss intelligently 
the available residency programs. Probably, the third 
step would be to spread information concerning the 
Mead Johnson awards for graduate training in general 
practice. The Mead Johnson Company provides funds 
for these awards, but the Academy does all the ad- 
ministrative work, which is quite extensive. 


Each Academy member is needed to share in and to 
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help further the Mead Johnson program. He should 
help his award committee do the best work possible by 
recommending candidates in a letter accompanying 
their applications. He should interest interns in the 
award early in their training. Last year only 19 appli- 
cations were received for the ten awards. Another 
handicap of the program has been the lack of good 
residencies to interest the intern in further training. 

Each candidate will continue to be top flight if every 
Academy member puts his time and energy into helping 
with this program. 


Dean Wescoe: “How can the graduate in the class of 
1958 find a clear path from his degree to his life in 
general practice that is acceptable to himself and that 
will place him in the good eyes of his patients? I do 
not think any such path exists.” 

The dean stressed that although he is a representa- 
tive of the Association of American Medical Colleges 
and the Committee on Medical Education and Hospitals 
of the AMA, his comments relate only to himself. 

He described lack of this clear path as “‘distressing” 
and “‘as one of the problems of American medicine.” 
“In studying the records of medical graduates, we find 
that at least this path is disguised somewhere and not 
made apparent to the graduates.” 

There are two primary reasons this path does not 
exist. The first relates to the difficulties of our times 
and the second to not looking forward but looking 
backward. 

He explained that the difficulty of our times is 
military service. “No matter how we try to avoid this 
issue, many are deferred from what they want to dobe- 
cause they have to serve two years in military service. 
Their lives are interrupted to such a degree that they 
can no longer, economically or by reason of age, pro- 
long their education. 

“A more startling reason is that the internship, as it 
now exists, is a poor preparation for general practice, 
or first of all, the internship is too often an isolated 
experience and the graduate starts off again at the 
bottom rung of the ladder into residency. It is not a 
period of learning but a period of serfdom. Also, I 
don’t think that one year of graduate experience is 
sufficient.” 

In Dr. Wescoe’s opinion, the internship too often 
repeats the last two years of medical school. ‘The in- 
ternship is not rotating but is jiggling the intern 
around.” 

Dr. Wescoe emphasized that the internship has be- 
come outmoded. Medical schools which once had no 
clinical clerkships, now fill this need. Therefore, the 
internship is not an educational experience at all but a 
service responsibility. 
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“No hospital needs interns,” he said, “but they 
should want interns and an educational program. If 
the hospital needs help, it should hire its additional 
help. 

**The problem is that too often residencies repeat 
the internship. There is no progression of responsi- 
bility. This relates to the fact that all of us try to 
measure things by time alone rather than by content. 
We should think of content and maturity rather than 
by clock and calendar. I think we have to get away 
from rigid elements of time. There isn’t anything magic 
about five years; in fact, it is easy to waste five years.’ 

There are other things wrong with internships. 
There is too little experience with ambulant patients, 
since the practice of medicine for the most part is with 
people who are walking. 

“We have to start thinking about how to get ex- 
perience with ambulant patients. The best way to do 
this is with preceptorships under the aegis of hospitals. 
We need to use small hospitals where general practice 
of medicine is oftentimes better carried out than in 
larger ones. In this area we should affiliate with smaller 
hospitals so that students can get a better understand- 
ing of the general practice of medicine.” 

There are certain phases of medicine that Dr. 
Wescoe considers vital to a general practice residency 
program. These are training in internal medicine and 
pediatrics, solid experience in emergency practice, 
medical gynecology and obstetrics. 

**All of this relates itself to an educational program,” 
he explained. “The schools and the practitioners of 
medicine have to tell graduates that one year of gradu- 
ate study is not enough. It would be better to make a 
man a resident at the beginning. We have been arguing 
about a semantic philosophy. Interning means that 
you live in the hospital and a resident does too.” 

Dr. Wescoe believes that graduate experience should 
be cut to two years. In the first year, the medical 
student would be called an assistant resident physi- 
cian and in the second, a resident physician. The out- 
come is that the experience would be cut by one year. 
Residencies should make for a degree of maturity and 
an increase of responsibility from month to month and 
year to year. 


Dr. Shaw: The solution to the problem of fitting a 
graduate of the 1958 class in medical school to a life in 
general practice has been made much easier by the 
efforts of the AAGP the past ten years. The first re- 
quirement is a first-class rotating internship or its 
equivalent. If the internship is followed by a period of 
specialized training, such as an approved general 
practice residency and membership in the AAGP with 
its required continuation medical study for the rest of 
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his or her life, that graduate of 1958 will find an ac- 
ceptable and respectable life in a field of medicine for 
which he or she has been adequately prepared. 

It should be remembered that the purpose of a 
residency is to build a foundation for a larger educa- 
tional experience that will continue for a lifetime. 

The actual problem of the AAGP Residency Review 
Committee was to eliminate or strengthen weaker 
residency programs and to stimulate and encourage 
the development of better ones. Although one-year 
residencies may be approved in certain instances, they 
are not recommended. 

The development of the Residency Review Com- 
mittce has paralleled the interest in and need for better 
training programs in general practice. The residency 
must be so planned that the experience will make the 
resident a better practitioner of medicine. He cannot 
spend two valuable years as a serviceman in a hospital 
regardless of the stipend. 

The help of the state chapters is badly needed. 
They should acquaint medical school students with 
the fact that the approved general practice residency 
today is not a continuation of a rotating internship. 
We need more general practice residencies and we need 
better ones. The training of general practitioners must 
never become static. As medical needs and require- 
ments change and progress, so must training programs 
for general practitioners change and progress. 


Panel Discussion on Postgraduate Education—Dr. Earl 
C. Van Horn, chairman 

Paneuists: Dr. Carleton R. Smith, chairman, Com- 
mission on Education 

Dr. Bertram L. Trelstad, Salem, Ore. 

Dr. Albert Weyman, Cincinnati, Ohio 


Dr. Smith: One of the basic functions of the Com- 
mission on Education is evaluating postgraduate pro- 
grams throughout the country to assist members in 
keeping up-to-date on new techniques and discoveries. 
The commission itself does not set up courses, but it 
must approve all courses for credit. The state originates 
and sets up a course, according to the needs of its 
particular area. For course credit, approval must be 
obtained from the regional advisor who then sends a 
formal report of the meeting to the Commission. This 
contact assures advance publicity in GP. 

The commission is always willing to aid chapters 
in setting up courses by helping to determine the cost 
of a course and setting a fee. A recent survey in Mas- 
sachusetts found that the cost of a course in that state 
Was $3.25 per credit hour. 

State officers can aid the commission by making 
certain that the commission knows at all times the 
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name of the chairman of the local committee on educa- 
tion. The commission also suggested that it is a good 
idea to “advance ranks” within the local committee, 
so that each new chairman will be thoroughly indoc- 
trinated. 

The commission feels it is a good idea for the state 
committee to work very closely with the medical school 
deans to further good relations—and perhaps help to 
get general practice departments in the medical schools. 

In discussing Category I and Category II courses, 
Dr. Smith said that the definition of acceptable post- 
graduate study is always available at Headquarters. 
He also reminded the group that some extension courses 
from medical schools are now being accepted for 
credit, but not all. 


Dr. Trelstad: The AMA has found that the most 
difficult problem is to interest more physicians in 
participating regularly in programs for their continu- 
ing education. As this is the Academy’s chief require- 
ment, much credit has been given the AAGP. 

He stressed that it is up to every chapter to see 
that courses are made conveniently available, pat- 
terned for all doctors. He added that there seem to 
be no new ways to obtain postgraduate study. 

He pointed out several activities of the Oregon 
chapter that have significance in the postgraduate 
study picture. Several years ago the chapter took a 
survey on the number of study hours which each doc- 
tor had completed. Doctors from isolated areas had 
completed the most, whereas the city doctors found it 
difficult to turn down calls while staying in town and 
attending lectures. To facilitate attendance in the 
cities, the chapter got the University of Oregon 
Medical School to put on courses for two hours one 
morning a week for 10 to 12 weeks. For the first course, 
electrocardiography, 48 general practitioners enrolled. 
The next year, the school asked the chapter what 
courses they would like to have. There has been 
splendid cooperation. 

There is no general practice department at the 
school, although it would welcome more general prac- 
titioners. It seems there is a reluctance on the doctors’ 
part to engage in teaching. They are often content to 
sit back and let the specialist do the talking. Perhaps 
this indicates that the two are of different character— 
one jumps at the opportunity, the other is content to 
let someone else do it. 

Dr. Trelstad analyzed that there is no general 
practice department because of the general practi- 
tioner’s own individual failure to accept this responsi- 
bility. 

To counteract this situation the Oregon chapter 
now has established the policy of having members pre- 
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pare and present papers at its annual meetings. 
Another program is a “Do It Yourself, Not Send It to 
Me” program where specialists are asked to go over 
cases referred to them and mention additional pro- 
cedures which could have been done, so that the general 
practitioner could have handled the case himself. 


Dr. Weyman: In 1945, eight Cincinnati physicians 
were concerned about the lack of postgraduate studies 
for general practitioners. They formed a seminar series 
for this purpose, which flourished. This group, South- 
western Ohio Society of General Physicians, later be- 
came an Academy chapter. 

The seminars, which continue today, are more like 
a symposium. They are planned a year in advance, and 
have little or no conflict with the general practitioner’s 
daily schedule. The best attended seminars are on 
Sunday. Each October, there are four Thursday meet- 
ings, with three Sunday meetings scheduled during the 
winter. Most of the speakers are local specialists. About 
260 doctors attend. There is a minimum of 25 hours 
Category I credit. The program is independently 
financed by the attending doctors, at a charge of $10 
per meeting or $25 for the season. There is no adver- 
tising, no underwriting and no exhibits. The speakers 
receive only expense money. Any surplus is donated to 
the Dean’s Fund at the medical school, to be used in 
any way the dean sees fit. Over $20,000 has been given 
in the last ten years. This, of course, is the basis for 
SOSGP’s close and cordial relationship with the dean 
and the medical school. 

The dean serves as chairman of the advisory com- 
mittee for the series and his approval is an “open 
sesame.” 

Dr. Weyman pointed out that the next step in post- 
graduate study is the small group seminar and partici- 
pation class. The local medical schools and hospitals 
could easily handle such programs, for they have the 
patients, clinics and instructors. The programs should 
be year-round, organized by the local chapters in 
collaboration with the schools and hospitals, financed 
by those attending and arranged at a convenient time 
and place. Any obstacles encountered in organizing 
such programs will disappear if chapters cultivate a 
close academic and financial relationship with the 
medical school or hospital collaborating with them in 
the program. 


Question and Answer Periods 


Throughout the day, all panel discussions and in- 
dividual presentations were followed by question and 
answer periods, 

\fter luncheon which was served at Headquarters, 
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Chairman Van Horn introduced Board Member Floyd 
C. Bratt, chairman of the Commission on Legislation 
and Public Policy, who told of the AAGP Clinical Re- 
search Project. 


Dr. Bratt: Clinical Research furnishes an oppor- 
tunity for Academy members to participate on an 
initial level with the ethical pharmaceutical houses in 
evaluating the merits of newer medications. 

After considerable consideration by the commission 
the project was presented to the AAGP Board of Direc- 
tors and approved. 

The benefits of such a project are: 

1. Quicker introduction to the newest and latest of 
medications. 

2. Topics for delivery of scientific papers at medical 
meetings. 

3. Presentation of scientific exhibits at medical 
meetings. 

4. Publication of papers in medical journals. 

5. Increased prestige of departments of general 
practice in hospitals. 

It is realized that such a program might result in 
dangerously exploiting the Academy or its individual 
members by some drug firms. 

He stressed that Clinical Research is not to be an 
official activity of the Academy. No manufacturer can 
state that his product has been subjected to studies by 
an agency of the Academy. 

Academy members participating in such a project 
are required to fill out a 
clinical investigation appli- 
cation with the Pure Foods 
and Drug Administration. 

Names of members in- 
terested in Clinical Re- 
search may be forwarded to 
Headquarters or reported 
directly to detail men of 
interested ethical pharma- 
ceutical houses. 


State Chapter Publications— 
Dr. Ralph Moe, chairman 
of the State Chapter Edi- 
tors’ Conference. 

Dr. Moe: “At the Wash- 
ington Assembly in 1956, 
the state editors met to or- 
ganize and to propose meet- 
ing each year. Dr. Herbert 
Nagler, editor of The Key- 
stone Physician, was chair- 
man of the group. This 
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year, I (Dr. Moe) am chairman of the group and Dr. 
Carroll Witten is chairman-elect to begin his term of 
office as chairman next year in Dallas.” 

“State publications are the best way to get to the 
grass roots level. The advertisers must feel this way 
too for they pay higher rates per 1,000 circulation 
in the local publications than they do in national books. 
State chapter publications have another advantage 
—their deadlines are not so early so it is .easy to 
insert the latest ads and editorial copy.” 

He explained that this year’s editors’ meeting was 
largely devoted to an evaluation of the various pub- 
lications which Mr. David Haberman of the journalism 
faculty at Creighton University had made in the past 
few months. Following the individual discussions 
between Mr. Haberman and the respective editors, Mr. 
Haberman presented a summary on his evaluations to 
the entire group. He gave the editors many helpful 
suggestions. Dr. Moe said Mr. Haberman’s trip to 
Kansas City had been made possible through the 
Rexall Company. 

He urged members to take time to write articles 
and editorials for their local publications as editors 
are often hard pressed for copy. 


The AAGP Insurance Programs—Dr. Norman Coulter, 


chairman of the Committee on Insurance 


Dr. Coulter: Practicing the art and science of 
medicine, keeping up-to-date with the progress of 
modern medicine, satisfying the postgraduate educa- 
tion requirements necessary to sustain and retain 
Academy membership—all leave the physician little, 
if any, time to devote to many important other things 
which affect him, his family and his practice. One of 
these very important other things is his insurance 
program. How much and what kind of insurance to 
carry often puzzles and confuses individual physicians. 
It was with these thoughts in mind that the Academy 
established an insurance committee with the aim of 
providing Academy members reliable insurance at the 
lowest possible cost. 

Academy-sponsored insurance plans are thoroughly 
investigated before being presented to the membership 
and are offered to all members who want them. The 
Academy does not make any money on these insurance 
plans, nor does it spend one cent in promoting them. 
Such expense is borne entirely by the insurance com- 
panies involved. 

The Academy now has four well-established insur- 
ance plans. 

The Disability Income Plan (Health and Accident) 
is the first insurance plan of this kind to be sponsored 
by » national medical association. In the past six years, 
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$3 million have been paid 
out to Academy members 
who suffered disability due 
to ill health or accidents. 
This plan is underwritten 
by Continental Casualty. 

The second plan is the 
Family Plan (Catastrophic 
Hospital and Nurse Ex- 
pense). Rates are very low, 
yet it provides up to $10,000 
for hospital and nurse ex- 
pense to the assured or any 
of his dependents. There is 
a $300 deductible agree- 
ment. American Casualty 
carries this plan. 

The third plan is the 
Practice Overhead Plan. 
This pays office expenses 
when you are disabled. 
Provision is made for month- 
ly benefits up to $1,000. 
This plan is underwritten 
by American Casualty. 

These three disability group plans make up a com- 
prehensive program of disability insurance for the 
Academy member. One of the most important features 
of these plans is that the administrator and his staff 
provide prompt and efficient service. 

The fourth Academy-sponsored insurance plan is 
the Professional Liability insurance underwritten by 
the American Insurance Company. We believe that by 
going together as a national medical association we can 
develop a malpractice protective service which in time 
will insure the member with adequate protection at the 
lowest possible cost. Our present plan, the PLUS plan, 
is not yet a year old. An important feature of the plan 
is that it is exclusively for Academy members. 

Dr. Coulter emphasized the importance of establish- 
ing active state Academy insurance committees. He 
urged the state committees to present the insurance 
plans which AAGP sponsors to their fellow members. 


Executive Secretary Cahal 


What Headquarters Can Do for You and You for Them 
—Mac F. Cahal, AAGP Executive Secretary 


Mr. Cahal: Just as failure of communication is 
probably mankind’s most perplexing problem, good 
communication is the chief cog in the Headquarters- 
state chapters relationship. Headquarters’ primary 
function is to provide an efficient mechanism for com- 
munication to the chapters. It is Headquarters’ re- 
sponsibility to take policies enunciated by the Con- 
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gress of Delegates, the Board of Directors and standing 
committees—to implement these with an armamen- 
tarium of collateral information gleaned from research 
and experience—and to seek their execution. If the 
AAGP is to be influential, Headquarters must help 
marshal the potential influence of 53 state chapters. 

Headquarters’ main job is to turn the wheel, but it 
must also blow the whistle so members will know where 
we are on the course the policy-making bodies have 
established, what progress we’ve made or whether we 
are turning any wheels at all. 

Headquarters is going to try to improve the com- 
munication between it and state chapters. Executive 
Secretary Cahal showed three charts—one of the en- 
tire Academy organization, one of the Academy head- 
quarters staff and one of the GP staff. By pointing out 
specific persons and their duties in connection with 
the chart, chapter officers could see whom they would 
be working with at Headquarters on any given 
situation. 

The Academy has 2.8 employees per thousand mem- 
bers. The American Medical Association has 4.1 em- 
ployees per thousand members and most other national 
medical societies have a similar higher ratio. 

Briefly, these are the things that Headquarters can 
do for the state chapters: 

1. Lend the assistance of people who are more or less 
expert in many separate fields in medical organization 
and administration. Headquarters won’t determine 
policy, but it will aid in other ways. 

2. Service to chapters is a primary function—giving 
aid in setting up executive offices, membership cam- 
paigns, chapter publications, state chapter meetings, 
educational and hospital programs and public rela- 
tions programs. 

3. Disseminate information from the Board, com- 
mittees and commissions to state chapters who in turn 
can help disseminate it to the individual members. 

4. Let chapters know what is being done in progres- 
sive county and state groups. A new Headquarters 
Bulletin of particular interest to editors of chapter 
publications will be started soon. 

5. When full- or part-time executive secretaries are 
employed, send them to Kansas City for two or three 
days and let them spend some time with the head- 
quarters staff so that they may get a complete back- 
ground orientation on the nature of the national 
organization and help on how everyone can work to 
greatest effectiveness. 

6. To help chapters maintain uniformity in their 
programs and to accomplish duties with a minimum of 
eflort, the Headquarters Manual has been developed so 
that each chapter always will have at hand a ready 
relerence for the most efficient procedures in carry- 
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ing on both the work of their chapters and liaison with 
Headquarters. 

7. Through Headquarters’ rather extensive library, 
accurate up-to-date information can be furnished on 
such subjects as education, practice in hospitals, 
economics, insurance, prepayment plans, government 
agencies, licensure and professional and public rela- 
tions. 

In return, the state chapters can do the following 
for Headquarters: 

1. Follow Headquarters’ uniform and standard forms 
for reporting information and for maintaining standard 
records. 

2. Be prompt in furnishing information and in acting 
on new member nominations. This is of the utmost 
importance. 


The Part-Time State Executive Secretary—William 
H. Bartleson, executive secretary, Jackson County 
(Missouri) Medical Society 

Dr. James Blake, executive secretary, Michigan chap- 
ter 


Mr. Bartleson: Too many medical organizations are 
postponing professional management. “Letting George 
do it” isn’t getting the job done. 

Mr. Bartleson explained that the ‘demands for a 
physician’s time to treat patients do not permit him to 
continue to do the secretarial and clerical duties of an 
organization officer and it is unwise to permit his office 
assistant to devote her time 
to these duties. 

“Organized medicine’s 
increasing participation in 
public affairs has increased 
the membership’s work- 
load,” he said. “And be- 
cause of the volume of work 
in medical organizations, 
members are reluctant to 
accept the secretarial re- 
sponsibility for succeeding 
years. Since the presiding 
officers usually change each 
year, there is a break in the 
program continuity. Con- 
tinuity in administration is 
extremely important and 
essential, because it en- 
ables the organization to 
continue to follow adopted 
policies. 

“These are the basic facts 
that influence physicians 
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to employ executives for their organizations,” the 
medical society executive explained. “They fulfill the 
position of directing clerical and secretarial details and 
in addition can fulfill the community liaison responsi- 
bilities. Also, this plan provides for a qualified indi- 
vidual who is capable’ of devoting time to investigation 
research, evaluation, planning and assisting in execut- 
ing adopted programs.” 

Mr. Bartleson said that the trend toward this field of 
professional work commenced in the 20’s and became a 
realistic activity when medicine was confronted with 
the social planning of the 30’s. Since 1945, there has 
been an outstanding increase in the number of medical 
organizations that have established professional man- 
agement. Today many young men and women are pre- 
paring for this profession. 

‘Today’s medical professional executive is usually 
a university or college graduate with a degree in busi- 
ness administration, law or journalism, or occasionally 
a political science major,” Mr. Bartleson said. He 
credited Mac F. Cahal, the Academy’s executive sec- 
retary, with leadership in establishing the Medical 
Society Executives Conference, the group that has 
developed the postgraduate study program for medical 
society executives. 

In concluding, Mr. Bartleson told the state officers 
that members of the Medical Society Executives Con- 
ference would be glad to counsel with any of them who 
need help in administrative management. 

He also suggested that they write to the executive 
conference secretary, Mr. John Hunt, for assistance in 
locating professional executives, and to place notices 
of their needs in the conference publication, the 
Executor. 


Dr. Blake: Dr. James Blake, executive secretary of 
the Minnesota chapter, advised that if states have the 
money, it is much better to have professional admin- 
istrative help. He represents a chapter which cannot 
afford to hire an executive secretary. He reported that 
records show that only 15 states list executive secre- 
taries. 

“There must be a central place in the state to take 
care of administrative and clerical work,’ he said, 
“a place to keep records, to obtain information and 
collect dues.” The state executive secretary, a part- 
time M.D., usually does all of this work, with clerical 
assistance. 

Dr. Blake says he usually spends ten or 15 minutes 
on this work each day. He employs a female assistant 
for a minimum of three hours daily at the rate of $1,500 
per year. His office takes care of the bank accounts, 
postgraduate study credits and of coordinating meet- 
ings of the directors and the house of delegates. Peak 
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times, such as putting out 
the paper or conducting 
elections, require much 
more time. 

The doctor advised chap- 
ters planning to set up 
executive secretaries to hire 
a man with journalistic 
ability. He said he also 
should have a great interest 
in Academy affairs and 
should have an associate. 


Dr. Cooper 


Current Hospital Problems—Dr. Charles C. Cooper, 
chairman, Commission on Hospitals 


Dr. Cooper: All the efforts of the Commission on Hos- 
pitals have been to implement and to expand the very 
first ambitions of the Academy’s first and prophetic 
committee on hospitals: 

1. Improved training for general practice at the 
undergraduate level. 

2. Opportunities for graduate training beyond the 
one-year internship. 

3. Preceptorship training for young physicians dur- 
ing their first years of practice. 

4. Staff appointments in local hospitals with basic 
privileges. 

5. Development of a plan to assist general practi- 
tioners in obtaining representation in hospital staff 
organization. 

One of the first projects of the commission was to 
develop a “Manual on General Practice Departments 
in Hospitals,” which brought commendations from 
both the AMA House of Delegates and in an editorial 
of the Journal of the AMA. 

In 1954 the commission developed “Suggested By- 
Laws for Medical Staff of Hospitals” which follow the 
Principles for Establishing Medical Staff By-Laws, 
Rules and Regulations” by the Joint Commission on 
Accreditation of Hospitals, but include additional 
sections of the organization and operation of a general 
practice department. 

The suggested by-laws were designed to conform 
with the Joint Commission’s “Standards” and “Prin- 
ciples” so that the hospital staff or the administrator 
would not experience problems regarding accredita- 
tion by following the Academy’s recommendations. 

Asa result the JCAH has included in its “Standards 
for Hospital Accreditation” a section on general prac- 
tice departments which contains a summary of the 
Academy’s recommendations. 

Special bulletins have been published from time to 
time by the Joint Commission restating the policy of 
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staff appointments, privileges and general practice 
departments and these have been published in GP so 
every member had an opportunity to see them. Copies 
of “Who May Do Surgery” and ‘‘Medicai Staff Funda- 
mentals” are available from Headquarters. 

Not all general hospitals have a department of gen- 
eral practice and many that do, have it on paper only. 
In many cases the general practitioners are well inte- 
grated into the staff without a department, but from 
the long-range point of view, it would be well to es- 
tablish a department of general practice in every hos- 
pital. 

Merits of a department are that it provides the 
framework for general practitioners to work together, 
to obtain representation on the staff, to assist their own 
members to become better doctors and to discipline 
themselves if necessary, to encourage all members to 
participate in hospital activities and in election of 
officers and heads of departments. With an operating 
organization in which to discuss proposed changes in 
rules or regulations, general practitioners are in a 
position to contribute in making policy or changes. 
Too frequently changes are made in hospital rules and 
regulations by a small group of the staff because gen- 
eral practitioners are not actively and _ sufficiently 
represented. 

The wording in Academy’s Manual and Constitu- 
tion and By-Laws has added somewhat to the con- 
fusion concerning the general practice department. 
The following statements clarify the situation: 

1. All hospitals, regardless of size, organized on a 
departmental basis, should plan and organize a general 
practice department. 

2. The general practice department does not have a 
clinical in-patient service. 

3. The department may and probably should run 
the out-patient service. 

4. The department should be active in education, 
sponsoring in-hospital training—interns and general 
practice residency. 

5. The department should assume supervisory con- 
trol over its members through proper channels. 

6. The department may hold clinical review meet- 
ings and is encouraged to do so, whether or not for 
JCAH credit. 

7. It should have active representatives at all ad- 
ministrative levels. 

The following pointers were given on staff organiza- 
tion: 

(a) The by-laws should provide that all changes in 
or additions to rules and regulations, including those 
of clinical services or sections, should not be made 
Without publication and an affirmative vote of the 
majority of the staff at a regular meeting. 
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(b) No punitive or disciplinary action should be per- 
mitted by the chief of staff or department head, but 
only upon action by the executive committee of the 
staff. 

(c) Privileges should be granted on the basis of 
recommendations of a credentials committee of the 
active staff based on individual appraisal. 

(d) The staff must carefully consider the liability 
aspects of modern medical practice. Any physician 
qualified to do surgery and granted privileges to do so 
regardless of how minor such surgery, should be 
classified as a member of the surgical staff. If not, a 
question may arise in connection with a liability suit 
on the physician’s qualification to perform surgery. 

The commission has found that problems of restric- 
tions are most effectively solved by conferences of the 
people involved. The national or state groups can pro- 
vide information and advice to the local physicians but 
an attempt to bring in state or national officers to direct 
a solution usually creates additional problems or con- 
flicts out of proportion to the original differences. It 
should be understood that conflict is the result of dif- 
ferences of opinion and interests, and should be 
looked upon as a natural product of human relations. 

In handling a disciplinary problem or one on a mat- 
ter of privileges: 

1. The situation must be adequately and correctly 
appraised. If somebody needs correcting, admit it. 

2. Somebody has to stand up and be counted. If you 
are afraid to align yourselves strongly with the general 
practitioners for fear your privileges may be cut in 
surgery—you’ve already lost the battle. 

3. Keep the situation strictly local and within the 
hospital. 

4. Outline the facts and have a meeting. Settle the 
disputes within your own group. Be prepared to 
compromise on lesser issues. 

Since many young general practitioners have been, 
and will be, entering practice without residency train- 
ing, or with only one year of such training, the com- 
mission has proposed an in-hospital preceptorship— 
or sponsorship—training program for practicing phy- 
sicians. It will enable young physicians to demonstrate, 
under supervision of senior staff members, their judg- 
ment and ability. Such program will provide super- 
vised training to enable young physicians to qualify 
for more advanced privileges. 

The Commission on Education is also working on 
the sponsorship program and the Board of Direc- 
tors has appointed a special liaison committee to se- 
cure the cooperation and support of specialty organ- 
izations in developing the program. Reprints of the 
recommendations and suggested programs are avail- 
able from Headquarters. 
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The Specialist: A Friend or Foe—Dr. J. S. DeTar, im- 
mediate past president of the AAGP 


Dr. DeTar: “We are today still witnessing the same 
strangulating constriction of general practice which 
has typified hospital relations for the past decade, de- 
spite stated American Medical Association policy to 
the contrary, and despite all the work of the Ameri- 
can Academy of General Practice,” declared Dr. 
DeTar. “This action is the work of specialists, not 
only in the field of surgery, but also in the fields of pedi- 
atrics, medicine, obstetrics and gynecology. 

“Conversely,” he said, “we have happy examples of 
unrestricted cooperation of specialists—evidence of 
their friendship and a cognizance of their responsi- 
bilities to the American people by contributing to the 
elevation of medical standards. Hundreds of grade-one. 
specialists are cooperating in our postgraduate edu- 
cation program.” 

Although Dr. DeTar pointed out that only time will 
tell whether the specialist is really a friend or a foe, the 
evidence is overwhelming that specialists as a class are 
our friends. He emphasized that things are happening 
so fast in medicine today that “we don’t have time to 
wait a few months.” He pointed to two matters which 
need serious and immediate consideration: creation of 
a board for family physicians and changing the name 
of the Academy. 

Dr. DeTar said that these are radical proposals but 
that the Academy may be forced into them in view of 
present day trends. Quoting from a letter from Dr. 
R. A. Davison, head of the general practice depart- 
ment at the University of Tennessee College of Medi- 
cine, Dr. DeTar reported, “The internists believe they 
should and will be the family physicians of the future. 
They are out to gain public acceptance in this regard. 
The American College of Physicians and the American 
Board of Internal Medicine can neither gracefully 
promote the ‘family doctor’ ends of the internist, so a 
new organization, the American Society of Internal 
Medicine, is apparently designed to meet, at least in 
part, these ends. 

“If the internist develops an ‘American Board of 
Family Physicians’ as a subspecialty board of internal 
medicine, we as members of the Academy can consider 
ourselves ‘scooped’ as the reporter would say. Hospi- 
tal privileges would be a lost cause for the future and 
public opinion would be split between two groups— 
both claiming to be the modern family doctor. 

“Today the Academy incites respect, if at all, as a 
political pressure group rather than a fellow specialty 
.. . When the Academy becomes its own end, rather 
than a means to high medical ends, it will surely fade.” 

Dr. DeTar commented that the internist is in a 
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-action.” 


squeeze and in many localities is forced to practice — 
general medicine. “I believe that some place along the 
way, We are going to arrive at a family physician who 
has had more trainixz in internal medicine or an in- 
ternist who has had more training in general medi- 
cine.” 

The name “American Academy of General Prac- 
tice” connotes ‘General practice of what—law, en- 
gineering or medicine?”, said Dr. DeTar. He stressed 
that, in view of what has been happening, perhaps 
the name should be changed, possibly to American 
Academy of Family Physicians. Dr. DeTar urged that 
this matter be presented at the forthcoming session of 
the Congress of Delegates. 

The former Academy president reported on the 
work of the Committee on Liaison with the Specialties, 
appointed six months ago by the AAGP Congress of 
Delegates to explore ways and means of improving the 
specialist-generalist relationship on the hospital staff 
level. 

This committee has had informal talks with repre- 
sentatives of four specialties. Plans for an approach to 
these specialties were drawn up and were criticized 
by 73 Academy members. As a result, the final ap- 
proach is a proposed letter to the American College of 
Surgeons requesting their cooperation in attempting 
to solve the problem. 4 

Dr. DeTar read the proposed letter and said that 
the Committee on Liaison with the Specialties would 
welcome criticism of this approach. 

“We do not believe in miracles, but we do believe 
that repeated enunciation of principles relating to 
general practice by national specialist organizations 
will reinforce the stated policies of the AMA and will 
assist in solving some of the perplexing problems facing 
our members in their hospital staff relationships. 

“The work of the Liaison Committee is just another 
step in the long battle for the preservation of general 
practice, just a single phase of the problem,” he con- 
tinued. “Dr. George S. Schwerin of Chicago believes 
that each hospital staff battle must be fought out in- 
dividually and separately. 
He reports outstanding 
success throughout Illinois 
by prompt on-the-spot as- 
sistance of the state acad- 
emy Commission on Hospi- 
tals. Unquestionably, this is 
the essence of any success- 
ful approach to the hospital 
problem. Liaison with the 
national specialist societies 
is only to support such 
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News from the State Chapters 


Mempers attending the Nebraska chapter’s eighth an- 
nual scientific meeting September 13-14 in Omaha 
“sat in” via closed circuit television on interviews with 
patients at the Nebraska Psychiatric Institute. 

The closed circuit TV system allowed doctors at 
the meeting to converse with interviewers at the insti- 
tute and relay questions 
from the audience to the 
patients. 

AAGP President Malcom 
E. Phelps was a_ special 
guest at the two-day meet- 
ing (see cut). At the opening 
day luncheon, Dr. Phelps 
presented a message from 
Academy headquarters. The 
following evening, he was 
a guest of honor at the 
Nebraska banquet. Dr. 
Phelps also spoke on “Local 
Hypothermic” at the Satur- 
day program. 

Scientific speakers on 
opening day were Drs. Ru- 
dolph F. Sievers and T. P. 
Krush, University of Neb- 
raska; W. D. Paul, Uni- 
versity of Iowa (see cut) ; M. 
E. Lichtenstein, Northwest- 
ern University and Ralph 
H. Luikhart, Omaha. 

There were two panel 
discussions. The morning 
University of Kansas cov- 
ered problems of the new- 
Rien. Krush, was in connection 
with the live telecast inter- 
views on “Psychiatric As- 
pects of Surgical Practice”. 
The afternoon panel was on 
“Diagnosis and Treatment 
of the Breast”. Dr. Earl A. 
Conolly was moderator. 

Scientific speakers the 
second day were Drs. John 
R. Walsh, Creighton Uni- 
versity ; R. C. Fairchild, Un- 
iversity of Kansas Medical 
Center (see cut); John D. 
Hartigan, Creighton Uni- 
versity, President Phelps, 


President Malcom E. Phelps 


A special guest during the 
two-day Nebraska meeting. 


R. C. Fairchild, M.D. 
Pediatric specialist from 


William D. Paul, M.D. 


Rehabilitation expert gave 
bointers on arthritis and 
tic injuries. 


GP November 1957 


Drs. L. J. Gogella, Lincoln; J. E. M. Thomson, Lin- 
coln; Charles March, Valley, Neb.; R. C. Moore, 
Omaha and Dr. Paul. 

Moderators for the program were Drs. Harvey Run- 
ty, John Brown, Frank Mnuk and Paul S. Read. Dr. 
Clarence R. Brott, who was chairman of the program 
committee, had Drs. W. E. Hungerford and C. M. 
Hartman as assistants. 

Social events included cocktails the first evening at 
the home of Dr. and Mrs. C. M. Hartman, and cock- 
tails preceding the banquet the closing evening. Mr. 
Lyle DeMoss, assistant general manager of Meredith 
WOW, Inc., was master of ceremonies at the banquet. 
Talks were given by Academy President Phelps and 
Dr. H. E. Campbell, a member of the AMA Traffic 
Committee. 

During the meeting new officers were elected and 
installed. Dr. Herbert D. Kuper, Columbus, is the 
new president; Dr. Charles M. Murphy, Omaha, is 
president-elect and Dr. William C. Kenner, Jr. 
Nebraska City, is vice president. Dr. John A. Brown, 
Lincoln, and Mrs. Aletha K. Kos remain as secretary- 
treasurer and executive secretary, respectively. 

The ladies’ program included a breakfast and lunch, 
which was followed by an accessory showing. 
> In keeping with the desire of encouraging medical 
school graduates to enter general practice the Florida 
chapter has created the Delegate’s Award to be given 
annually to the graduate of a Florida medical school 
“who gives promise of becoming an outstanding family 
physician”. This award is to be given yearly to the 
student, necessarily graduating from a previous class, 


Initial Award Presentation— The first of Florida chapter’s Delegate’s 
Award was recently made to Dr. Richard Forlaw (left) of Jackson- 
ville, a 1956 graduate of the University of Miami Medical School. 
Dr. Walter W. Sackett, Jr. (center), chairman of the chapter’s award 
committee, is shown ‘presenting the accompanying plaque to Dean 
Homer Marsh, who was representing the medical school. 


223 


q 4 
\ 


e Mobilizes edema... prevents fluid accumulation « 6—12 hour diuresis on 
a single, oral dose e No cumulative effects, excretion within 12—24 hours 
With These “Extra” Patient Benefits + Oral dosage « Convenience of 


daytime diuresis, nighttime rest «Virtually no serious side effects « Economical 
| NON-MERCURIAL DIURETIC 
DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK Lederte ] 


* DIAMOX is outstandingly effective in a variety of 
conditions: cardiac edema, glaucoma, epilepsy, 
toxemia of pregnancy, obesity with edema, pre- 


menstrual tension. 
Acetazolamide Lederle 


See 
~ 
| 


who has completed his internship and who has ac- 
cepted a residency in general practice. It is being fi- 
nanced by expense monies of the Florida delegates to 
the AAGP which they have turned back to FAGP for 
the express purpose of making this award. 

This year, the first award was made to Dr. Richard 
Forlaw, a 1956 graduate of the University of Miami 
Medical School at the Medical School graduation 
banquet. Dr. Forlaw is a resident of Jacksonville, 
Fla., completed his internship at the Duval Medical 
Center in Jacksonville and is doing his general prac- 
tice residency at Dade County Hospital. Representing 
the medical school, in accepting the accompanying 
plaque, was Dean Homer Marsh and presenting the 
award for the Florida chapter was Dr. Walter W. 
Sackett, Jr., chairman of the award committee. In fu- 
ture years a similar award will be made to graduates of 
the University of Florida Medical School. 
> Jefferson City was again the site of the annual ses- 
sion of the Missouri chapter, held October 30-31 at 
Hotel Governor. 

The scientific program, under the direction of Dr. 
Wyeth Hamlin, chairman of the education committee, 
covered endocrinology and gastroenterologic prob- 
lems the opening day. The second day’s program was 
composed of symposiums on chest diseases and heart 
disease. 

Among scientific speakers were Drs. Charles C. 
Bailey, Hahnemann Medical College and Hospital, 
Philadelphia; H. M. Pollard, University of Michigan; 
N. C. Hightower, Scott, Sherwood and Brindley 
Foundation and Scott and White Clinic, Temple, 
Tex.; H. J. Moersch, Mayo Foundation; and Katheryn 
R. Boucot, Woman’s Medical College of Pennsylvania. 

Dr. Leon Hill, Amarillo, Tex., was the speaker at 
the annual banquet held the first evening. 
> Illinois chapter’s tenth anniversary scientific meet- 
ing October 22-25 in Springfield featured a stream- 
lined program and special activities schedule. Dr. 
J. R. Burnett, chairman of the chapter’s commission 
on scientific assembly and Commission Members Seth 
Brown and Maynard Shapiro made these innovations 
after a thorough study of what the members wanted. 

At the anniversary banquet, held the second even- 
ing at Leland Hotel, there were no introductions this 
year. The evening was spent in dancing. 

There were no scheduled luncheons during the 
meeting with the exception of the delegates’ luncheon 
which preceded the opening of the scientific program. 
’ The first evening was left open for relaxing and enjoy- 
ing the state’s capital city. 

The welcoming address was given by Chapter Presi- 
dent O. A. Phipps and invocations at the sessions were 
given by The Rev. Harold Guenther, First Methodist 
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Church; Rabbi Lewis Satlow, B’rith Sholom Congre- 


gation and Monseigneur William Cassin. 

Program arrangements were made by Dr. John C. 
Schmidtke, chairman of the program committee and 
Committeemen T. J. Benton, Robert M. Fonner, Harry 
Hart, A. Everett Joslyn, Jr. and C. O. Sandburg. 

On the program were Drs. Lucian A. Smith, Walter 
L. Palmer, M. W. Anderson, Ruth E. Church, Helen 
A. Moore, Harold J. Shaughnessy (Ph.D.), Nathan 
Silbert, Richard B. Richter, George S. Allen, Malcolm 
Barnes, C. R. Hanlon, Ian Thompson, Samuel H. 
Draines, Chauncey C. Maher, Gerry A. Smyth, Alfred 
J. Kobak, George L. Wied, John C. Herweg and J. 
Neal Middelkamp. Sgt. E. C. Paul gave a talk on “The 
All American Killer or National Hazard”. 

The meeting closed with the drawing for the grand 
prize and numerous small prizes. 
> This month, the Pyerto Rico chapter is concluding 
a series of courses on “Cancer, Problems and Diag- 
nosis,” which began in August. The sessions covered 
“Cancer problems in Puerto Rico;” “Cancer, Mouth 
and Pharynx;” “Cancer, G.I. Tract” and “Cancer, in 
Gynecology”. Dr. Victor Marcial, director of cancer 
control of the department of health of Puerto Rico, 
conducted the program. 
>The Louisiana chapter is considering the project 
of writing and publishing a handbook-on poisoning as 
seen in general practice. Although there are several 
books on the subject now in print, the Louisiana doc- 
tors feel that none is in a complete or simplified form. 

Statistics which help prove the value of such a book 
are that, according to a 1946 survey of the entire nation, 
70 per cent of the medical care of children was done by 
general practice. In Louisiana, 79 per cent was taken 
care of by general practitioners. 

Dr. J. W. Crookshank of Lake Charles, chapter 
second vice president, has been named editor of the 
handbook, which has been endorsed by the chapter’s 
board of directors. 
> The Rhodelsland chapter sponsored a postgraduate 
seminar, with roundtable discussions, on October 6 
in Providence. 

Dr. F. Bruno Agnelli of Westerly moderated the 
morning program. Speakers were Drs. M. Edward 
Davis, professor of obstetrics and gynecology, Univer- 
sity of Chicago School of Medicine; Richard A. Bloom- 
field, associate in medicine, Harvard Medical School; 
and John L. Reichert, assistant professor of pediatrics, 
Northwestern University Medical School. 

Morning speakers served on the afternoon round- 
table discussions, which were divided into three parts. 
Moderators and their subjects were: Dr. Alphonse R. 
Cardi of Cranston, office gynecology; Dr. Walter E. 
Hayes of Cranston, acute myocardial infarction and 
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Dr. Charles E. Bryan of Riverside, pediatric emergen- 
cies. 

Dr. Gustavo A. Motta, a past chapter president, 
was chairman for the luncheon given for physicians 
and wives. Other ladies’ entertainment featured a 
morning coffee and an afternoon showing of new fall 
hair fashions. A reception for all guests closed the 
meeting. 
> Statistical findings resulting from a recent California 
chapter poll show that half of the state’s organized 
general practitioners see more than 25 patients each 
working day, and 7 per cent of them see more than 50. 
The questionnaire, directed to the chapter’s 2,400 
members, which represents about half of the state’s 
active general practitioners, also showed that on a 
particular day 45 per cent of the doctors did not refer 
a single patient to a specialist. 

Over 80 per cent of the membership answered the 
questionnaire which also related that very little trouble 
is had between the general practitioner and the hospi- 
tal. Ninety-three per cent said that hospitals give 
them an opportunity to do everything for which they 
are qualified. 

Other items in question included time devoted to 
specialties, office ownership, size of town of practice, 
partnership practice and handling of patients while 
the member is out of town. 
> The second postgraduate institute, cosponsored by 
the West Virginia chapter and the Eastern Panhandle 
Medical Society, was held September 21-22 at the 
Shenandoah Hotel in Martinsburg. 

Discussants on the scientific program, which cov- 
ered medicine, surgery, pediatrics and gynecology 
and obstetrics, were Drs. John M. Evans, Brian B. 
Blades, Joseph M. LoPresti and Robert H. Barter, 
George Washington University; Count D. Gibson, 
Medical College of Virginia; John B. Hickam, Duke 
University; John H. Hodges, Jefferson Medical Col- 
lege; John C. Krantz, Jr., Louis M. Krause, Robert W. 
Buxton and D. Frank O. Kaltreider, University of 
Maryland; Earl H. Baxter, Ohio State University; 
Paul O. Klingensmith, University of Pennsylvania; 
and John M. Morris, Yale University. 

Chapter Member Halvard Wanger of Shepherds- 
town was general chairman. 
> Automobile and highway safety is being pushed in 
a major project of the Gulf Coast (Texas) chapter. 
In the program, an effort is being made to get manu- 
facturers to incorporate safety in construction of cars. 
Dr. Charles Clark is chairman of the chapter’s educa- 
tion and training program. 
> A postgraduate symposium on diseases of the chest 
has been presented by the Kentucky chapter, the 
State Tuberculosis Commission and the Kentucky 
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State Medical Association, at the District Two State 
Tuberculosis Hospital in Louisville. 

Speakers and their subjects were Drs. Billy M. 
Adams, tuberculosis in children; N. Levene, successes 
and failure in treatment of tuberculosis; Homer Mar- 
tin, practical factors in the office diagnosis of histo- 
plasmosis and Stephen F. Chapman, laboratory aids 
for the detection of lung disease. 
> Stark County (Ohio) chapter was host October 13 
in Canton to the annual postgraduate assembly spon- 
sored jointly with the Stark County Medical Society. 

Speakers for the one-day program were Drs. John 
W. Gofman, Institute of Medical Physics, Belmont, 
Calif. ; Orvar Swenson, Harvard; Carl T. Javert, Wom- 
an’s Hospital, St. Luke’s Hospital, New York City; 
Leon Israel, Graduate Hospital, University of Pennsyl- 
vania; William P. Given, Cornell; William Bennett 
Bean, University of Iowa; Philip Tumulty, Johns 
Hopkins; Paul Gyorgy, University of Pennsylvania; 
Robert Zollinger, Ohio State University; Cornelius 
Sedgwick, The Lahey Clinic; J. R. Gallagher, Peter 
Bent Brigham; Clark Randt, Western Reserve Uni- 
versity; Stanley Hoerr, Robert D. Mercer and Donald 
Effler, Cleveland Clinic. 
> A new local Michigan chapter formed recently in 
Washtenaw County has elected Dr. Robert J. Venrose 
of Milan as president. Dr. Winslow Fox of Ann Arbor 
was named secretary. 

The planning meeting, composed of St. Joseph 
Hospital (Ann Arbor) general practitioners and other 
general practitioners from Washtenaw County, was 
held “to determine the future status of the general 
practice group in that county”. 

Monthly chapter meetings will be held alternately 
at Beyer Hospital in Ypsilanti and at St. Joseph Hos- 
pital. 
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“SUDDENLY 


I felt dizzy...” 


Look out for the “little” strokes resulting 
from abnormal capillary fragility. Many 
cerebral accidents may be avoided if ade- 
quate amounts of capillary protective fac- 
tors—hesperidin complex and ascorbic acid— 
are provided.! 


The true character of the “little” strokes lies 
in their elusiveness—a sudden dizzy spell, 
temporary numbness of a hand, bizarre feel- 
ing of pain, or subtle personality change. 
Such symptoms are typical of little strokes 
and usually pass quickly, but they are likely 
to recur.?,8 


Early recognition can gain vital therapeutic 
time. Hesper-C provides hesperidin complex 
and vitamin C essential for the protection of 
the capillaries to prevent further damage. 
1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 
2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference on 


Cerebral Vascular Disease, American Heart Association, 
Princeton, N. J., January, 1957. 


NEW 
HESPER-C 
BITABS 


200 me. 
hesperidin complex 
200 még. 
ascorbic acid 


Hesper- 


Available: As capsules—and NEW Hesper-C Liquid for your 
geriatric patients. Provides: 100 mg. hesperidin complex plus 
100 mg. ascorbic acid per capsule or teaspoonful (5 ml.) of 
syrup. k 6 capsules or teaspoonfuls daily, or more. No toxicity 
or untoward effects have ever been reported even with massive 
doses. 


Products 


of Original THE NATIONAL -DRUG COMPANY 
Research Philadelphia 44, Pa. 1-1700/87 
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AMA Washington Report 


SecRETARY OF HEW Folsom’s Special Assistant for 
Health and Medical Affairs, Dr. Aims C. McGuinness, 
has outlined some major health items which may serve 
as the framework of the Administration’s health pro- 
gram for the 1958 session of Congress. 

Here are his points: 
Health Aid to the Elderly. The principles of voluntary 
insurance should be applied to the prepayment of 
medical expenses of a higher proportion of elderly 
people. (He suggested that this could be achieved by 
increasing the amount of insurance premiums a little 
during a person’s working career in order to offset the 
risks of illness in later years.) The Administration feels 
voluntary health insurance can advance this goal most 
effectively. (Several bills now in Congress would offer 
hospitalization to OASI beneficiaries.) 
Hospital Care Costs. Physicians must constantly ask 
themselves if they are putting a patient in a hospital 
when he could be served as well or better on an am- 
bulatory basis. It is essential the problem of rising 
hospital care costs be solved. 
Hosjital Role in Medicine. General hospitals must 
broaden their outpatient services and achieve greater 
coordination by making their resources and equip- 
ment available to the entire surrounding community, in 
Dr. McGuinness’ opinion. 
Rural Health. In the more rural areas where hospital 
facilities might not be available at all, the most essen- 
tial health services could be provided through diag- 
nostic and treatment centers. (This point was not 
developed any further. Under present law such clinics 
must be operated by a public agency or a nonprofit 
hospital to qualify for federal grants under the Hill- 
Burton program.) 
Federal Medical School Aid. Failure to help meet the 
needs of medical schools would be the worst kind of 
false economy. The Administration’s pending $225 
million program of construction grants would bring 
classrooms and laboratories much closer to current 
and projected needs. 

Dr. McGuinness outlined his views recently in an 
address at the dedication of a new health center in 
Maine. 


Legislative Activities of the First Session, 85th 
Congress 


A tabulation of the actions of the first session of the 
85th Congress shows 14,013 bills and resolutions were 
introduced. Of these, 441 were of sufficient interest 
to the medical profession to be followed by the Ameri- 
can Medical Association. As is usual in the first session, 
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Congress deferred action on most of these bills for a 
variety of reasons, including an inclination to save 
health bills which have a popular appeal, until the 
second session—always an election year. Below is 
listed the action and present status on some of the 
more important proposals. 


Bills Enacted into Law 


Doctor Draft Extension—Public 
Law 85-62 


Because the doctor draft was scheduled to expire on 
July 1, this was one of the first measures passed by the 
85th Congress. It gives Selective Service the authority 
until July, 1959, to call physicians for military service 
up to age 35. Only those who have been deferred under 
the regular draft are liable. 

Both the Department of Defense and Selective Serv- 
ice indicate that they will not use this authority at the 
present time. A sufficient number of physicians is vol- 
untarily entering the reserves, under the draft threat. 


Military Nurses Incentives— Public 
Law 85-155 


In line with earlier efforts to make careers in the 
military more attractive for medical personnel, Con- 
gress passed this law to improve career prospects for 
military nurses by making more and higher ranks 
available. 


Vocational Rehabilitation Traineeships— Public 
Law 85-198 


This law extends from two to three years the maxi- 
mum period of time the federal government can con- 
tribute to the financing of traineeships in physical 
medicine and rehabilitation. 


Vocational Rehabilitation Planning—Public 
Law 85-213 


This law amends the Vocational Rehabilitation Act 
by extending until June 30, 1958, the authority to use 
federal funds already appropriated for planning, pre- 
paring and initiating expansion of rehabilitation pro- 
grams in the states. 


Disability Freeze Extension—Public 
Law 85-109 


This law extends until July 1, 1958, the period un- 
der which disabled persons may file for full retroactiv- 
ity under the disability freeze amendments passed in 
1954. Applications filed by that time will allow workers 
to receive credit for the full period of their disability 
provided they were eligible for disability benefits at the 
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My patients complain that 
the pain tablets I prescribe 
are too slow-acting... 
they usually take about 

80 to 40 minutes to work. 


Why don’t you try 

the new analgesic 

that gives faster, 
longer-lasting pain relief? 


What is it... 

CLINICAL how fast 
COLLOQUY it’s Percodan*—relieves pain 
in 5 to 15 minutes, 

with a single dose 

lasting 6 hours or longer. 


How about side effects? 


No problem. For example, 
the incidence of constipation 
with Percodan‘* is rare. 


Sounds worth trying — 
what's the average adult dose? 


One tablet every 6 hours. 
That’s all. 


Where can I get 
literature on Percodan? 


Just ask your Endo detailman 
or write to: 


Endo 


ENDO LABORATORIES 
Richmond Hill 18, New York 


*U. S. Pat. 2,628,185. PERCODAN contains salts of dihydrohydroxycodeinone and 
homatropine, plus APC. May be habit-forming. Available through all pharmacies. 
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time the disability was incurred. After July, 1958, any 
period of disability cannot begin earlier than one year 
before the application is filed. 


Vendor Medical Payments— Public 
Law 85-110 


This law amends the law under which medical care 
for public assistance recipients has been financed. 
Under Public Law 110 states are given the choice of 
either (a) using federal funds for vendor medical pay- 
ments within the $60 a month per recipient maximum, 
as provided in a 1950 amendment, or (b) establishing 
a vendor medical payment program financed by federal 
funds at $3 per month per adult and $1.50 per month 
per child, to be matched by the states. The states can 
continue to make direct payments to recipients for 
medical and subsistence expenses under either choice. 


Hospitals for Indians— Public 
Law 85-151 


At the urging of some members of Congress from the 
West, this law was enacted to authorize federal grants 
to build nonprofit or public hospitals and diagnostic 
or treatment centers on or near Indian reservations. 
The federal contribution will be determined by the 


percentage of care given to eligible Indians. The facili- . 


ties must care for both Indians and non-Indians. 


Bills Under Consideration 


Salary Rise for VA Doctors 
H.R. 6719 


This bill would increase salary for medical person- 
nel in the Veterans Administration and elevate op- 
tometrists to the level of physicians for pay purposes. 
It was reported favorably by the House Veterans 
Affairs Committee on July 11, 1957, and is pending 
before the House Rules Committee. 


Bricker Amendment 
S.J.Res. 3 


This resolution, which would amend the Constitu- 
tion by limiting the domestic effect of treaties and 
other international agreements, was the subject of a 
one-day hearing by a subcommittee of the Senate 
Judiciary Committee. No report on the hearings has 
been submitted. 


Welfare and Pension Plans Registration 
S. 1122 and S. 2888 


This bill provides for the registration, reporting 
an! disclosure of employee welfare (including health 
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programs) and pension benefit plans. Hearings were 
held by both House and Senate Committees on this 
subject and some action is expected when Congress 
convenes next year. 


Barbiturates Control 
H.R. 503 and others 


These bills would regulate the manufacture, distri- 
bution and possession of habit-forming barbiturate and 
amphetamine drugs and provide for registration and 
record keeping. Physicians would be exempt under 
these proposals. Hearings were held in the House. 
No report has been submitted. 


Bills Pending Before Committees 


Hospitalization for the Aged 
H.R. 9467 and others 

These bills provide in varying ways a certain num- 
ber of days of free hospitalization each year for OASI 
recipients and beneficiaries. H.R. 9467 would also 
provide in-hospital surgical and medical care. 


Jenkins-Keogh 
H.R. 9 and 10 

This bill provides for the deferment of federal in- 
come taxes on portions of earnings of the self-em- 
ployed used for the purchase of retirement plans. 


Hearings on tax legislation, including these bills, are 
scheduled to begin January 7, 1958. 


Compulsory Health Insurance 


This would provide for a compulsory national 
health insurance program. These are the 1957 ver- 
sions of the Murray-Dingell-Wagner bills. 


Social Security Coverage for Physicians 
HLR. 8883 

This bill would amend the Social Security law by 
providing compulsory coverage of physicians, among 
other things. 


Federal Workers Health Insurance 
S. 2339 


This bill provides for a voluntary contributory 
health insurance program for federal employees and 
their dependents. 


Federal Aid to Medical Schools 
H.R. 6874 


This bill authorizes federal grants to medical schools 
and research facilities for construction of classrooms 
and laboratories for teaching. 
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the attractive 


Jesse Jones Volume File 


Specially designed and produced for GP, this File 
will keep one volume (six issues) clean, orderly. 
and readily accessible. In a combination light blue 
and dark blue Kivar, which looks and feels like 
leather, its 16-carat gold leaf hot-embossing makes 
it a: fit companion for your finest bindings. Your 
back issues are protected against dirt and wear— 
any specific issue can be located instantly. 


PRESERVE 
YOUR COPIES 


Despite its rich appearance, the Volume File is rea- 
sonably priced. Carefully packed and sent postpaid, 
Files cost only $2.50 each. Many GP readers find 
it more convenient and economical to order 3 for 
$7.00 or 6 for $13.00. If you are not entirely sat- 
isfied, for any reason, return the File to us within 
10 days for a full refund. 


MAIL COUPON.AND CHECK DIRECT TO MANUFACTURER FOR PROMPT SHIPMENT 


Jesse Jones Box Corp.. 
P. O. Box 5120, Philadelphia 41, Pa. 


Please send me, prepaid 


Name 


GP Volume Files @ $2.50 each, 3 for $7.00 or 6 for $13.00 


Address 


City, State 
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Pro-Banthine provides rapid 


control of pain in peptic ulcer 


In a two-year study! by Lichstein and co- 
workers, documented by intensive personal 
observation and by follow-up studies, Pro- 
Banthine (brand of propantheline bromide) 
often brought immediate relief of ulcer pain. 
Patients (11 per cent) who did not respond 
satisfactorily to Pro-Banthine therapy had 
“anxiety manifestations of psychoneurotic 
proportions.” 

In addition to frequent immediate sympto- 
matic relief, Pro-Banthine reduces gastroin- 
testinal motility and diminishes the secretion 
and acidity of gastric juice, all-important 
factors in the generation and aggravation of 
peptic ulcer. 

These actions of Pro-Banthine and its 
demonstrated effectiveness in accelerating ul- 


cer healing?-® mark the drug as a most valu- 
able adjunct in the treatment of peptic ulcer. 
The suggested initial dosage is one 15-mg. 
tablet with meals and two tablets at bedtime. 
An increased dosage may be necessary for 
severe manifestations and then two or more 
tablets four times a day may be prescribed. 
G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


1. Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: 
Am. J. M. Sc. 232:156 (Aug.) 1956. 

2. Sun, D. C. H., and Shay, H.: Arch. Int. Med. 97:442 
(April) 1956. 

3. Rafsky, H. A.; Fein, H. D.; Breslaw, L., and Rafsky, 
J. C.: Gastroenterology 27:21 (July) 1954. 

4. Schwartz, I. R.; Lehman, E.; Ostrove, R., and Seibel, 
J. M.: Gastroenterology 25:416 (Nov.) 1953. 

5. Silver, H. M.; Pucci, H., and Almy, T. P.: New Eng- 
land J. Med. 252:520 (March 31) 1955. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral p ice is the keyst of American medicine, and to 
the conviction that continuing study is the basis of sound 
general practice. it is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees, 


GP is published monthly by the American Academy of 
General Practice. Materials for oublication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
vard at Brookside, Kansas City 12, Missouri. Publication Of- 
fice printer); 350 East 22nd Street, Chicago 16, Illinois - One 
dollar a copy. By subscription: $5.00 a year to members of 
the American Academy of General Practice, $10.00 a year 
to others in U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1957 by the 
American Academy of General Practice. 
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